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THE INCIDENCE OF CHRONIC NEPHRITIS AMONGST 
YOUNG PEOPLE IN QUEENSLAND: 


By D. Girrorp Croit, C.B.E., M.B. (Sydney), 
Honorary Physician, Hospital for Sick Children, Brisbane. 


Some time ago, arising out of a discussion upon 
the after effects of lead poisoning in children, a 
statement was made that chronic nephritis was 
abnormally prevalent amongst young people in 
Queensland. I thereupon set out to discover whether 
this statement was a fact or merely a supposition. 
The results of my investigation show that it is 
indeed a fact and of much more serious import 
than I, for one, had 





TABLE I, 
Total Deaths from Puerperal Eclampsia, 1917-1926, per 800,000 of Population, 





Age Period. 





20-29. 





Queensland 
New South Wales 


Victoria 
South Australia 














In Table III, that dealing with chronic nephritis, 
there is something which merits our serious atten- 
tion. Before the age of 40 and reaching its peak at 

30, Queensland 





supposed. 

I approached the 
question by obtain- |,,,. %9 
ing from the 
Registrar-General a 
return of all deaths 
from chronic nephri- 
tis, acute nephritis 
and eclampsia over 
a period of ten years, 
1917 to 1926 inclu- 
sive, arranged in age 
groups as follows: 
0-9, 10-19, 20-29, 30- 
39, 40-49, 50-59, 60- 
69, 70 and _ over. 
Similar figures were 
obtained from New 
South Wales, Vic- 
toria and South 
Australia, but un- 
fortunately were not 
available from 
Western Australia. 
Those from the other 
States were com- 
puted to show the 
death rate per 
800,000 of popula- 
tion, which is 
approximately the 
population of 
Queensland. 





A gainte 


TOTAL DEATHS FROM CHRONIC NEPHRITIS. 1917-1926 PER 800-000 
OF POPULATION. 
10-19. 20-29 30-39 40-49 50-59 60-69 70_-” 


shows 1,309 deaths, 
whereas the average 
for the three other 
States is 425 and 
none of these fluctu- 
ates very far from 
the average, their 
figures being 418, 
436 and 421 respec- 
tively. 

This means that in 
ten years Queens- 
land has had 884 
deaths in persons 
under the age of 
forty years from 
chronic nephritis 
due to an unknown 
cause, which either 
does not exist or 
does not operate to 
the same extent in 
the other States. 

Another notable 
feature in this table 
is that after fifty 
the mortality from 
chronic nephritis 
falls very much 
below that of the 
other States. 

This is probably 
due to the more 


AND OVER 


SOUTH AUSTRALIA 


NEW SOUTH WALES 
VICTORIA 


aa 








The results are 
shown in the following tables dealing with (i) 
eclampsia, (ii) acute nephritis, (iii) chronic 
nephritis. 

In Table I, that dealing with eclampsia, you will 
observe there is nothing of note, all States being 
about the same. This is rather remarkable, as it 
is generally supposed that eclampsia is abnormally 
prevalent in Queensland. 

In Table II, that dealing with acute nephritis, 
Queersland shows a decided rise between the ages 
20-50, but this is probably due to the accidental 
inclusion of a number of cases of chronic nephritis. 





+Read at a meeting of the Queensland Branch of the British 
Medical Association on March 1, 1929. 





favourable climate, 
cold being an important factor in the etiology of 
this disease and it serves to accentuate the increased 
incidence in earlier years (see accompanying graph). 


TABLE II. 
Total Deaths from Acute Nephritis, 1917-1926, per 800,000 of Populations. 





Age Period. 





| | 
| | 
10-19. 20-29.| 30-39. | 40-49.| 50-59. 
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TABLE III. 
Total Deaths from Chronic Nephritis, 1917-1926, per 800,000 of Population. 


TABLE V. 
Deaths from Acute and Chronic Nephritis by Occupations in Queensland, 1927. 





Age Period. 





40-49. 





Queensland... 
New South Wales 


Victoria. . as 
South Australia 





























With the hope of throwing more light upon the 
subject I have divided the deaths into male and 
female. The result is not appreciably affected. The 
same increased incidence occurs in earlier years, but 
is more pronounced in females than in males and 
after fifty the female incidence falls a great deal 
lower than the male (see Table IV). 


TABLE IV. 
Total Deaths from Chronic Nephritis, 1917-1926, per 800,000 of Population. 





MALE. 





Age Period. 





30-39.} 40-49. 





Queensland 225 


New South Wales 118 
06 


Victoria. . se 20 1 
South Australia 139 














Queensland... 
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ictoria. . ¥ 
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Another table has been prepared by the Registrar- 
General showing deaths from acute and chronic 
nephritis by occupation in Queensland in 1927. It 
contains, I believe, some valuable information and 
I have studied it with interest, but so far have not 
been able to make any deductions therefrom. 
Probably a great many more figures are required 
(see Table V). 


In conclusion, I think that I can claim to have 
shown that there is some factor at work in Queens- 
land and not operating in the other states, which 
in ten years has caused 884 deaths of persons under 
forty years of age and that this factor apparently 
ceases to operate after the age of forty. These 
figures are conservative because they do not take 
into account the probable deaths from chronic 
nephritis wrongfully included with acute nephritis, 
nor do they allow for the indication appearing in 
the latter part of Table III, that the warm climate 
of Queensland is probably more favourable to cases 
of chronic nephritis than that of the southern 
States. If we allow for these items, it is probably 
still a conservative estimate to say that in Queens- 
land there are one hundred deaths per annum of 





Percentage of 
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in Population at 

Census, 1921. 
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1 Includes ten painters and plumbers. 
* Includes eleven males twelve females children under fifteen years. 


Note.—The approximate percentage of deaths for housewives 
and widows compared to total female deaths was 52-26 and the 
approximate percentage of housewives and widows in the female 
population at 1921 census was 44:26, but definite figures are 
unobtainable. 

Heart disease caused 1,116 deaths in Queensland in 1927, 
cancer 731, and acute and chronic nephritis came third with 501. 


Only one miner died from nephritis. 


persons under forty from chronic nephritis due to 
an unknown cause. 

To show what that factor is I shall leave to the 
abler pen of my colleague, Dr. Nye. 


Acknowledgement. 

Before closing I wish to express my thanks to the 
Registrar-General (Mr. George Porter) and his staff 
for their ready and generous assistance and the 
large amount of work willingly undertaken in 
obtaining and compiling these figures. 


—_——$$—_—< + 


AN INVESTIGATION OF THE EXTRAORDINARY 
INCIDENCE OF CHRONIC NEPHRITIS IN 
YOUNG PEOPLE IN QUEENSLAND. 


By L. J. J. Nye, M.B., Ch.M. (Sydney), 
Honorary Physician to Out-Patients, Brisbane Hospital, 
Brisbane. 


Most of the medical men who have been engaged 
in practice in Queensland, have remarked upon the 
extraordinary frequency of chronic nephritis in 
young persons in this State. 


The disease which usually manifests itself in 
late adolescence, shows few symptoms in its initial 
stages other than a mild degree of anemia and 
debility. As the years pass, all the well known 
stigmata of cardio-vascular-renal disease become 
apparent and the disease terminates its morbid 
evolution in uremia about ten years later. 

It is no uncommon occurrence to observe a whole 
family affected with this malady, its members one 
by one following the same down-hill path to an 





1Read at a meeting of the oe Branch of the British 


Medical Association ‘on: March 1, 5 
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inevitable fate. This familial tendency to the 
disease is so often observed that it is quite accepted 
by many intelligent citizens and even by some 
medical men that there is a definite diathesis which 
must be accepted as an inheritance with which some 
families have been cursed. While it is well known 
that heredity is preeminent of all conditions which 


TABLE I. 
Showing Deaths from Chronic Nephritis in Queensland. 
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Showing Deaths from Chronic Nephritis in New South 
Wales. 
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539 Males, 556 Females 


TABLE III. 
Showing Deaths from Chronic Nephritis in Victoria. 


GRAND TOTAL 


predispose to hypertensive disease and chronic 
nephritis of later life, it certainly is not a factor in 
chronic nephritis of youth. 

To confirm our suspicions that chronic nephritis 
in young persons is more prevalent in Queensland 
than in other places, statistics of the death rate 
from the disease, between the ages of ten and forty 
years have been obtained from other Australian 
States. These are as set out in the accompanying 
tables. 

TABLE IV. 


Showing Deaths from Chronic Nephritis in South 
Australia. 
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GRAND TOTAL 130 Males, 112 Females 


The relationship of these figures to the population 
of each State is shown in Table V. 


TABLE V. 


Showing Deaths from Chronic Nephritis in Relation to 
the Population. 





Population 
(census 
1921), 10-40 
years. 


Deaths, 
1917-26, 


10-40 years. 


Deaths per 
100,000 of 
Population, 


10-40 years. 





Males. Females. 





| | | 
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Years Years | Years 

of Age. 5 .| of Age. | of Age. 
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GRAND TOTAL 355 Males, 468 Females 
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200,372 
537,038 
374,175 
124,526 


Queensland a 
New South Waies wis 
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Queensland wm 187,714 
New South Waies os 
Victoria ° 


South Australia 








PERSONS. 





Queensland ae 388,086 ; 
New South Waies «+! 1,071,049 1,095 
Victoria Sa 764,730 823 
South Australia -! 250,447 242 











A glance at these figures shows clearly that the 
amount of chronic nephritis in young people in 
Queensland is a tragic reality which presents an 
important field for research. It will be noted that 
in Queensland 1,250 persons died from the disease 
during the past decade and only 242 deaths are 
recorded in South Australia during the same 
period. Whilst the three States, New South Wales, 
Victoria and South Australia, have a death rate per 
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100,000 of approximately 100, that for Queensland is 
more than three times as great. 

These tables deal with deaths from nephritis 
only; they indicate nothing of minor damage to 
kidney tissue with its accompanying debility. The 
toll of ill health from this cause is surely much 
greater than the figures reveal. 

In the following pages will be found the result 
of an investigation which it is believed will show 
conclusively that this increase is out of all propor- 
tion to epidemic possibilities and that there is a 
responsible factor which is peculiar to Queensland 
and probably to other 
tropical countries. 

The first part of this 
thesis is a summary of the 
study of the character of 
this nephritis as observed 
in hospital and private 
practice during the past 
two years. 


Description. 


As a rule the patient 
first comes under medical 
observation early in 
adolescence, the parents 
usually giving a history 
that for years the child 
has not been as well as 
other children, but that no 
symptoms of any obvious 
character have been 
noticed beyond the fact 
that the patient had never 
been robust. On making 
careful inquiries one 
ascertains that the child 
has not been able to play 
the rough games indulged 
in by other children of 
his age and, realizing his 
disability in this respect, 
he gradually begins to 
shun other companions. 
These children have an 
almost _ characteristic 
appearance, with pallid, 
wizened features and stunted physical development, 
as illustrated by Figure I. 

On making careful inquiries it is found that the 
child frequently comes home from school with head- 
ache, but the outstanding feature in our observation 
is the disinclination to attempt active exercise of 
any sort. As the result of these disabilities, many 
have a well established inferiority complex. 

The characteristic suboccipital ‘matutinal head- 
ache of nephritis may develope later, but as a rule 
it is not a constant feature. Other common symp- 
toms such as dizziness, insomnia, tinnitus and 
epistaxis usually appear only late in the disease. 
The presence of these symptoms, with their physical 
concomitants, naturally depends on the degree to 


about eleven years. 








Figure I. 
This child of fourteen years of age has a physique of 


The skin is dry and 
appearance is typical of the “‘azotemic state.” 











which the condition has progressed, but as a rule 
they have reached or have passed the middle period 
of the disease when first observed. Indeed so slight 
is the symptomatology in some cases, that medical 
men have failed to observe “the writing on the wall” 
because no albumin was found in the urine. 

On clinical examination the most obvious sign is 
the anemia, the red corpuscles and the hemoglobin 
being reduced proportionately and, although this is 
suggestive of a hemolytic anemia, we have found 
no evidence of hemolysis. Berg) and later Brown 
and Roth‘?) have found that in chronic nephritis 
the percentage values of 
the hemoglobin and red 
cells correspond fairly 
accurately with the degree 
of urea retention, but 
observations in these 
cases have not entirely 
borne out these. findings. 
The pulse rate is usually 
raised. There is well 
marked cardiac hyper- 
trophy with forcible apex 
beat, together with accen- 
tuated second aortic 
sound and poor cardio- 
respiratory reserve. The 
blood pressure is raised 
to a varying degree, 
dependent upon the dura- 
tion of the disease. 

Retinoscopy yields 
valuable information only 
in the late stages of the 
disease, when, to quote 
Rowntree, “the retina 
is diagnostically the 
polished surface which 
reveals the finger prints 
of disease and prognostic- 
ally Belshazzar’s wall, on 
whieh too often the fate 
of the patient is written.” 

In this variety one 
rarely observes either the 
so-called “copper wire” 
appearance or the fan- 
shaped hemorrhages seen in arterio-sclerosis and 
chronic nephritis of later life. Greyish or yellow- 
white specks and in later stages “cotton wool” spots 
of exudate are frequent findings. The classical 
picture of albuminuric retinitis is the rule, while 
papilledema to a degree entitled to the designation 
“choked disc” is not at all uncommon. 

The final stages are usually characterized by 
gastric disturbances, loss of appetite and lethargy 
to be followed by the more toxic symptoms of head- 
ache, vomiting, hiccup and twitching which usher 
in a stuporous delirium and coma. 

Pathogenesis. 

In the pathogenesis of nephritis microorganisms 

or their toxins have for many years been considered 
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the most important factors and, although in a few 
instances chemical poisons have been shown to be 
responsible, they have never been considered 
important in the etiology of this disease. 


The common occurrence of these kidney lesions 
during the course or convalescence of an acute 
infection is sufficient evidence of its bacterio-toxic 
origin and, even when such acute infection is not 
present, an area of focal sepsis has often been 
demonstrated. Such observations have lent support 
to the theory that acute nephritis is frequently 
streptococcal in origin. 

Osler“) states that in a series of cases of acute 
or subacute nephritis at the Peter Bent Brigham 
Hospital 60% were attributable to some infection, 
while in Volhard and Farr’s series of 204 cases 
over 50% could be traced to similar causative infec- 
tions. Kolmer“) describes cases in which an old 
renal lesion flared up after disturbing areas of focal 
sepsis, such as the removal of infected tonsils or 
the treatment of an infected antrum. He regards 
this sign as very strong presumptive evidence of the 
bacterio-toxic origin of these lesions. It is well 
known that of the contagious diseases of childhood, 
scarlet fever is by far the commonest cause of 
nephritis, as is shown by statistics from many of 
the hospitals of the world. 


Other commonly recognized causes of nephritis 
are streptococcal infections, especially in the strep- 
tococcal sore throat, which possibly bears some 
relationship to the Streptococcus scarlatine. 


With the exception of the above streptococcal 
infections, as well as general septicemia and acute 
endocarditis, few other diseases are responsible for 
many cases of nephritis. ~ 


In the statistics of the Army of the United States 
of America which record nearly 4,000,000 illnesses 
tabulated in the Surgeon-General’s report, the per- 
centage complicated by nephritis is shown as 
follows: General septicemia, 1%; nephroptosis, 
1%; acute endocarditis, 0-82%; diabetes mellitus, 
081%; scarlet fever, 0-75%; simple meningitis, 
0-62% ; acute miliary tuberculosis, 0-42%; typhoid 
fever, 030%; cerebro-spinal meningitis, 0:30%; 
bronchopneumonia, 0:30%. 

The high position occupied by nephroptosis in 
this list is probably due to the fact that obstructed 
function is responsible for degenerative changes in 
the kidney. In the case of diabetes which also 
occupies a high place, the albuminuria may possibly 
be correlated with defective protein katabolism, 
while septicemia, acute endocarditis, meningitis 
and miliary tuberculosis are diseases of high 
mortality and therefore of extreme virulence and 
toxicity. In the case of scarlet fever it therefore 
appears that there must be some special suscep- 
tibility of the kidneys to its streptococcus or its 
toxin. 

In the light of modern knowledge it is considered 
that there are two varieties of nephritis for which 
this Streptococcus scarlatine is responsible. The 


first is the non-embolic focal glomerulonephritis 
which occurs in the early stages of the disease. In 
this case the damage is confined to a limited number 
of glomeruli and it is therefore characterized by 
absence of edema, no increase in blood pressure 
and little or no renal insufficiency. Being a benign 
condition, its course is entirely dependent upon the 
disease which it complicates. This benign type 
must be carefully distinguished from the second 
variety, a diffuse glomerulonephritis which accord- 
ing to Jockmann‘® occurs later in the convalescence 
and usually manifests itself on or about the 
nineteenth day of the disease. 

Its incidence varies in different countries. 
Elwyn‘ quotes Rolley as finding this complication 
in 7% of his patients, Pospischil and Weiss in 9%, 
Henber in 10% to 20% and Jockmann in 20%. 
This late appearing diffuse nephritis is the variety 
which so often developes into the chronic form. 


In Queensland of late years scarlet fever and in 
fact all the exanthemata are sometimes of such 
mild character as to pass unrecognized and, 
although Herringham“®) states that he has observed 
nephritis in patients who have merely been exposed 
to scarlet fever infection, nevertheless it is probable 
that the toxins associated with mild scarlet fever 
are not so liable to cause nephritis as those of a 
more virulent variety. 

When nephritis occurs in the course of an acute 
infection, there is little doubt as to its origin, since 
it is either due to the specific microbe or to its toxin, 
but when the etiology of chronic. nephritis is con- 
sidered, the number of patients who give a definite 
history of an acute onset or of some definite ante- 
cedent infection, is very small; in by far the greater 
number the condition begins insidiously and is 
discovered by accident; nevertheless careful inquiry 
shows that symptoms had already existed for a 
considerable time. 

The position which has faced us in this investiga- 
tion, is that the great majority of our patients gave 
no previous history of any definite illness, although 
they had been in indifferent health for some years 
previously. As the infections usually associated 
with nephritis are neither common nor virulent in 
Brisbane, an effort was made to search for a patho- 
genic agent which might be peculiar to Queensland. 
With this end in view, the records of the Brisbane 
General Hospital for the past twelve months were 
examined and all patients between fifteen and forty 
years of age whose condition was diagnosed as 
chronic interstitial nephritis, were noted. The 
clinical findings were scrutinized, possible nephrosis 
patients being excluded, so that the only patients 
included were those with clear stigmata of cardio- 
vascular-renal disease, such as high blood pressure, 
high non-protein nitrogen in the blood and renal 
insufficiency. 

In the aggregate eighty cases were collected from 
the hospital records and from'my private practice 
during the past two years. Among these patients 
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these no less than thirty-five of the total number 
died in hospital. This tends to show that the urgent 
signs and symptoms do not appear until late in the 
disease and therefore the patient does not usually 
become a hospital patient until the preuremic stage 
is reached. 

Inquiry into the previous history of these patients 
revealed no illness of any note in forty-two 
instances; the remaining thirty-eight gave a history 
of the following diseases: Lead poisoning, 14; 
measles, 5; diphtheria, 5; scarlet fever, 4; pneu- 
monia, 3; pleurisy, 2; appendicitis, 2; typhoid fever, 
1; diphtheria and pertussis, 1; jaundice, 1. 

From the above it can be seen that while acute 
infections appear to play no extraordinary part 
in the etiology, the remarkable fact is revealed that 
no less than fourteen of the patients had received 
treatment for lead poisoning. 

Plumbism therefore at once suggested itself as 
a possible ztiological factor and as the signs and 
symptoms of plumbism are often vague and not 
sufficiently alarming to be brought under medical 
observation, the remainder of the patients were 
written to or interviewed in order to ascertain 
whether their childhood environment might have 
been conducive to the presence of such a disease. As 
the probable source of the lead is attributed to 
powdered paint from veranda railings (as 
described later) the following questionnaire was 
put to all this group of patients. 

Where was the patient born? 

Did he live in a wooden house? 

Was the paint very dry and powdery? 

Was he largely confined to the verandas during his 
childhood? 

Was he a nail biter or thumb sucker? 

Was he in the habit of licking the rain drops from the 
veranda railings? 

Did any other member of the family have scarlet fever? 

Of twenty-two patients who were interviewed, 
twenty had spent their childhood in Queensland and 
had lived in wooden houses, the paint on which was 
dry, sixteen were nail biters and only two gave a 
history of any member of the family having had 
scarlet fever. This information shows that almost 
every child was exposed to the risk of lead poison- 
ing. The importance attached to the large propor- 
tion of nail biters will be considered later. 

Many practitioners of long experience in Brisbane 
believe that lead can be ingested in small amounts 
over long periods without producing the more gross 
signs and symptoms of poisoning and they are con- 
stantly on the look-out for these lesser signs in the 
illnesses of childhood, but others do not accept this 
theory. In order to elucidate the actual incidence 
of lead poisoning in Queensland as compared with 
other States, statistics were obtained from the chil- 
dren’s hospitals in the various capital cities 
throughout the Commonwealth. The number of 
patients whose condition was diagnosed as 
plumbism and who were treated as in-patients from 
1917. to 1926, is as follows: Hospital for Sick 


Hospital for Children, Sydney, four (all since 
1922); Children’s Hospital, Melbourne, three (all 
since 1923) ; Children’s Hospital, Adelaide, one. 

Since the above figures show such an extra- 
ordinarily high percentage of these cases in Queens- 
land, it was thought appropriate to survey briefly 
the question of infantile plumbism in this State. 


Lead Poisoning in Children. 

It has been known for many years that drinking 
water is a common source of plumbism when lead 
pipes are used, since the carbonic acid in the rain 
water forms a soluble acid carbonate of lead. This 
cannot be a factor in Queensland, as very little lead 
piping is employed for this purpose. Tanks have 
been used in the past to supply most of the people 
in Queensland with water for drinking purposes 
and it has been suggested that the lead is obtained 
from this source, owing to the fact that a great deal 
of solder is used in the ordinary galvanized iron 
tanks. This contention has been disproved by many 


‘observers who have shown that metallic zine which 


is always present in these tanks, will combine with 
the lead carbonate, forming zine carbonate, thereby 
precipitating metallic lead which, of course, is 
insoluble. The remaining probable source is, as 
described by Gibson,®) the paint on the walls and 
railings of the verandas. Queensland which is mainly 
situated within the tropic zone, is unique throughout 
the world, in that it possesses the largest settled 
white population of any tropical area. The houses are 
almost entirely built of wood and in the past have 
been painted exclusively with lead paint. The sun 
after a few years dries this paint into a powder in 
which form it is readily brushed off. The typical 
house is built on high stumps and the children are 
usually confined to the verandas, where they have 
an outdoor and safe playground from the mother’s 
point of view. 

Conclusions may now be drawn from the fact 
that a great proportion of our patients with 
plumbism have been nail biters or thumb suckers. 
The powdered lead carbonate is removed from the 
walls and railings by contact with the hands 
whereby it is conveyed to the: mouth and ingested. 
Another very common factor is the habit amongst 
children of licking the droplets of rain from the 
veranda railings. This information was volunteered 
by some of our patients who stated that it was a 
favourite pastime of their childhood. 

In a study of the literature of lead poisoning very 
scanty reference can be found to its effect on chil- 
dren, although most authorities agree that they are 
much more susceptible to the disease than adults, 
but apparently in other parts of the world only 
isolated cases of saturnism in childhood are 
reported. The prevalence of lead poisoning in 
children in Brisbane was recorded by Turner ® as 
long ago as 1892 and since that date Gibson“ has 
done a considerable amount of work on this sub- 
ject, particularly in its relation to ocular neuritis.. 
In north Queensland Breinl and Young‘) have 
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confirmed their diagnosis in sixteen instances by 
finding lead in the feces and urine. 

The susceptibility to plumbism varies greatly in 
individuals as in families, but Oliver“* and others 
claim that there is a definite family tendency. This 
is more or less borne out in our observations, for, 
as previously stated, it is frequently recorded that 
whole families are exterminated by nephritis in 
early life. Most authorities agree that certain 
persons possess considerable immunity, but probably 
a more important factor lies in the increased sus- 
ceptibility due to some intercurrent .condition. It 
is possible that the debilitating effect of a hot, 
humid climate is one of these factors, for it is 
generally recognized that saturnism is more 
prevalent during the hot months. Gibson") 
strikingly bears this out in Queensland, by noting 
that out of 89 patients with plumbism observed 
between 1895 and 1903, 69 or 78% were admitted 
to hospital during the summer months. This is also 
supported by our findings in 85 consecutive cases 
of proved lead poisoning in children admitted to 
the Hospital for Sick Children. The accompanying 
graph (Figure II) shows that the great majority 





Fieure II. 


of patients were admitted to hospital during the 
summer months. Many members of the honorary 
medical staff of the Hospital for Sick Children, 
Brisbane, particularly Gibson, Turner, Croll, 
McDonald, are convinced that this increased 
incidence during the summer months is due to the 
fact that at this period of the year Queensland is 
experiencing its wet season and children are 
naturally confined to the verandas more constantly 
during these months. 

Aub“*) states that after absorption lead is 
probably transported by the blood stream in the 
form of colloid lead phosphate and may be deposited 
in the bone tissue as tertiary lead phosphate, a salt 
which is very sensitive to changes in the hydrogen 
ion concentration of the body. This may be an 
important factor in the frequent development of 
acute lead intoxication at certain periods. More 
recent work by Hunter and Aub“®) demonstrated 
that an increase of parathyreoid secretion has a 
pronounced effect on the mobilization and excretion 


= 


of calcium and lead from the tissues. Therefore it 
is quite possible that a disturbance of the endocrine 
system may lead to the abnormal mobilization of 
lead from the bones where it has been stored in an 
apparently harmless form. 

A description of lead poisoning other than in its 
relation to nephritis is beyond the scope of this 
paper; nevertheless it is necessary to have some 
knowledge of its remote effects in order to select 
patients for the special study detailed later. 

There are, as would naturally be expected, many 
grades of severity of onset. In the hospital patients 
the history is often one of sudden onset, charac- 
terized by intestinal disturbances, such as vomiting 
and constipation, but colic is not a regular symptom 
in children. Headache is present in many instances, 
sometimes with well-marked head _ retraction. 
Probably the majority of the patients, however, seek 
medical aid because of weakness and pains in the 
legs and arms which progress -until a definite 
paralysis is established. The distribution of these 
paralyses is almost pathognomic of lead poisoning, 
the extensors of the fingers being usually first 
affected with weakness and later inability to extend 
the fingers. The extensors of the wrist are next 
involved with more or less severity until the 
classical picture of “the dangles” is exhibited. 

In Queensland, contrary to observations elsewhere 
on adult plumbism, leg paralysis is noted to be 
usually more frequent and more severe than arm 
paralysis. The extensors of the toes and the peronei 
are especially involved, causing typical “toe drop.” 
In some cases the tibialis anterior and even the 
gastrocnemii are affected. As a rule both limbs 
are attacked simultaneously, but sometimes one pre- 
cedes the other by a few days. In all cases the 
paralysis is eventually bilateral. 

Cerebral manifestations, such as  choreiform 
movements, convulsions and coma are not common. 


Apart from general malaise, acute ocular signs 
are sometimes the only lesion manifested and 
Gibson”® goes so far as to make the following 
dictum : 


If in Queensland a child under eight years of age is 
brought to the consulting room suffering from a recently 
acquired squint, and this squint is found to be due to 
paralysis or paresis of one or both external recti, one 
expects to find double optic neuritis, and finding this, the 
provisional ‘diagnosis is lead neuritis. 


Gibson now states that he has called the eye con- 
ditions “ocular neuritis” instead of “ocular 
plumbism” because later he concluded them to be 
due to increased intracranial pressure. He considers 
that the fundus changes are due to papilleedema and 
that this and the paralysis of the external rectus 
are also caused by increased intracranial tension. 
He believes that lead circulating in the blood 
irritates the chorioid plexus with resulting increase 
in cerebro-spinal fluid. The dramatic effect of 
lumbar puncture on these acute conditions is strong 
evidence of this opinion. These are, of course, 
examples of mild lead encephalopathy, but this term 
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definite head symptoms. It has to be remembered 
that a plumbic ocular patient may have such few 
symptoms that the sudden squint is the only reason 
(a very useful one) for the child being brought to 
an oculist. Vision may be °/., though there may be 
four to six dioptres of swelling in the discs. 

During these acute attacks it is not unusual to 
find albumin and casts in the urine. 
disappear during convalescence and unless careful 
clinical tests are made, there is no evidence that the 
process of nephrosclerosis has already commenced. 

In most cases the diagnosis of lead poisoning is 
confirmed by finding lead in the urine and by the 
so-called Burton’s blue line which is a dark slaty 
blue deposit in the gums. This deposit is probably 
caused by chemical combination of the lead in the 


provided by albuminous substances contained in the 
tartar on the dental margins. When the teeth are 
absent or are kept scrupulously clean, no blue line 
appears. Rare cases are recorded in which this blue 
line is present without any other signs or symptoms 
of lead poisoning. Legge and Goadby"” regard it 
of no more value than that “the person showing such 
pigmented gums has been exposed to lead 
absorption.” 

In the literature on lead poisoning ample refer- 
ence to arterio-sclerosis as sequela, can be found, 
but chronic nephritis does not appear to be stressed 
in this connexion. 

Occasionally cases of acute nephritis are reported, 
but apparently plumbism in childhood is so uncom- 
mon in other parts of the world that this late result 
has not been recognized as such a_ constant 
concomitant. 

The only method by which our suspicions con- 
cerning lead poisoning could be verified was 
obviously by examination of patients who had suf- 
fered from its effects some years previously, and 
with this object in view the records of the Brisbane 
Hospital for Sick Children were perused and a 
series of definitely proved cases was selected. 

In this series patients whose condition was diag- 
nosed on account of such symptoms and signs as 
anemia, colic and punctate basophilia, were not 
included and only those with the more certain 
indications of wrist drop and toe drop were taken. 
Such patients would in addition have exhibited 
other stigmata of the disease, such as Burton’s blue 
line and in the majority the diagnosis was confirmed 
by the presence of lead in the urine. The parents 
of these children were invited to present the child 
for examination. The response to the invitation 
was not so spontaneous as might have been expected 
and quite a number of the parents stated that there 
was no need for a doctor to see the child who, 
except for being “constantly tired, pasty and 
irritable, was quite all right.” This assumption on 
the part of the parents is strikingly at variance 
with the examination findings as will be shown 
later, 

To digress. to the physiological aspect of this 
subject, it is necessary to explain that in these 
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| and Fahr, the pathologist, our understanding of 
| the subject was meagre in the extreme. 
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patients it should be realized that the type of 
nephritis under discussion is associated with 
degeneration of the glomeruli and tubules and is 
accompanied by marked interstitial changes in the 
kidney. The degree to which these degenerative 
processes have progressed, gives us an important 
indication as to prognosis. 


In the past far too much attention has been paid 


| to the gross macroscopical appearance of the kidney 


—large white, small red et cetera—whilst very little 


| attempt has been made to correlate the post mortem 


histological findings in the kidney with the symp- 
Indeed, until the publication of 


The aspect which concerns us mostly in this 
connexion, is to determine to what extent the actual 
functioning tissue is impaired, since the degree of 
renal insufficiency naturally varies with the extent 
of these pathological changes. The functional tests. 
to be described later, give us a very good indication 
of the amount of this damage in each instance. 


In dealing with renal function, it must be under- 
stood that the kidney has two functions—first, the 
elimination of water, secondly, the elimination of 
solids. In the type under discussion there is little 
or no insufficiency with regard to water elimination, 
but the capacity for eliminating solids is strictly 
limited. This is indicated by the high non-protein 
nitrogen content of the blood and the excessive 
amount of urine of low concentration. The normal 
quantity of night urine is about 50% that of the 
day urine, but in these patients it will be seen that 
the night output has increased, since the kidney 
makes increasing attempts to get rid of the waste 
products which have accumulated during the day. 
The variability of kidney function is probably 
dependent upon two factors, first, the stimulating 
effect of certain substances in the blood stream, and 
secondly, the capacity of the kidneys to maintain 
the fluid equilibrium of the body. 

Camus and Gournay®) have shown that one 
adequate dose of purin bases is capable of producing 
polyuria for a prolonged period, while Haldane“® 
demonstrated that after a normal man has drunk 
a quantity of water, no change can be detected in 
the blood, but the kidneys can appreciate the change 
and respond by excess of urinary output. There- 
fore, so long as the kidneys are able to react in 
this way to the stimulus given by these waste pro- 
ducts and so long as they are capable of eliminating 
the amount of water necessary to carry them away, 
the organism will survive, but since the process of 
sclerosis in the functioning elements is progressive, 
the threshold for these substances becomes higher 
and higher until finally the kidneys are no longer 
able to eliminate the necessary amount of water; 
toxemic symptoms then become more manifest and 
uremia results. 

In order to elucidate the physiological activities 
of the kidneys in our patients, the following tests 
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were employed: (i) Mosenthal’s‘*® urinary test 
meal. Osler‘) states that this is undoubtedly the 
best test for early disturbance of renal function. 
(ii) The urea concentration test as described by 
Maclean.) (iii) Estimation of blood urea 
(Maclean). (iv) Estimation of blood creatinin 
(Folin and Wu). 

Armed with these data, together with the other 
clinical findings, one should be in a position to 
determine with reasonable accuracy the amount of 
impairment to renal function. 


Case Reports. 
The following are the findings in twelve cases of 
definitely proved lead poisoning in earlier life. 


CasE I.—E.H., aged fourteen years, lived at Coorparoo, 
Brisbane. She suffered from lead poisoning when three 
and a half years of age. She had bilateral foot drop. 
The blue line remained for years, lead was found in the 
urine. She was a nail biter. She was born at Brisbane 
and lived in a wooden house with powdery paint. Her 
height was 130 centimetres (four feet four inches). She 
weighed 27:2 kilograms (four stone four and a half 
pounds). Her systolic blood pressure was 200 millimetres 
of mercury and her diastolic pressure 140 millimetres. The 
hemoglobin value of the blood was 70%. The red cells 
numbered 3,530,000 per cubic millimetre. The cardio- 
respiratory reserve was poor. No reaction was obtained 
to the Wassermann test. Mosenthal’s test was carried 
out. The night specimen was 208 cubic centimetres, its 
specific gravity was 1007, it contained a cloud of albumin. 
The first day specimen was 34 cubic centimetres, its 
specific gravity was 1008. The second day specimen was 
seven cubic centimetres, its specific gravity was 1006; the 
third day specimen was 55 cubic centimetres with a specific 
gravity of 1010; the fourth day specimen was 20 cubic 
centimetres with a specific gravity of 1006; the fifth day 
specimen was 40 cubic centimetres with a specific gravity 
of 1004; and the sixth day specimen was 42 cubic centi- 
metres with a specific gravity of 1004. All the day speci- 
mens contained a cloud of albumin. The blood urea was 
230 milligrammes per hundred cubic centimetres. The 
blood creatinin was 3-5 milligrammes per hundred cubic 
centimetres. The figures obtained by the urea concen- 
tration test were 0°9% and 1:1%. Granular and hyaline 
casts were found in the urine. 


Case II.—W.B., aged fourteen years, lived at Nundah, 
Brisbane. She suffered from plumbism seven years ago. 
She had bilateral foot drop and wore irons for four 
months. She was born at Brisbane in a wooden house 
with powdery paint. She was a thumb sucker, and used 
to lick rain drops from the railings. The cardio-respira- 
tory reserve was poor. The vessels were readily palpable. 
The systolic blood pressure was 128 millimetres of mer- 
cury and the diastolic pressure was 85 millimetres. The 
hemoglobin value was 70%. The red cells numbered 
3,787,000 per cubic millimetre. Mosenthal’s test was 
carried out. The night specimen was 400 cubic centimetres, 
its specific gravity was 1010, it contained a cloud of 
albumin. The first day specimen was 101 cubic centimetres 
with a specific gravity of 1011; the second day specimen 
was 24 cubic centimetres with a specific gravity of 1006; 
the third day specimen was 37 cubic centimetres with a 
specific gravity of 1008; the fourth day specimen was 
44 cubic centimetres with a specific gravity of 1004; the 
fifth day specimen was 63 cubic centimetres with a specific 
gravity of 1010 and the sixth day specimen was 93 cubic 
centimetres with a specific gravity of 1012. The blood 
urea was 80 milligrammes per hundred cubic centimetres. 
The blood creatinin was 2:2 milligrammes per hundred 
cubic centimetres. The figures obtained by the urea con- 
centration test were 199% and 16%, Granular and hyaline 
casts were found in the urine. 

Case III.—V.G., aged nineteen years, lived at Nundah, 
Brisbane. He suffered from lead poisoning at six years of 
age. He had bilateral foot drop and lived in a wooden 





house with powdery paint. He was a nail biter and a 
thumb sucker. He had a pronounced inferiority complex. 
His height was 178 centimetres (five feet eleven inches) 
and his weight was 47-2 kilograms. One sister suffered 
from optic neuritis (plumbism) six years ago. His cardio- 
respiratory reserve was poor. His systolic blood pressure 
was 150 millimetres of mercury, and his diastolic pressure 
108 millimetres. The hemoglobin value was 80%. The 
red cells numbered 4,000,000 per cubic millimetre. Mosen- 
thal’s test was carried out. The night specimen was 188 
cubic centimetres, its specific gravity was 1008, it contained 
a cloud of albumin. The first day specimen was 25 cubic 
centimetres, its specific gravity was 1008; the second day 
specimen was 48 cubic centimetres with a specific gravity 
of 1010; the third day specimen was 40 cubic centimetres 
with a specific gravity of 1008; the fourth day specimen 
was 63 cubic centimetres with a specific gravity of 1014; 
the fifth day specimen was 87 cubic centimetres with a 
specific gravity of 1020 and the sixth day specimen was 
135 cubic centimetres with a specific gravity of 1005. All 
the day specimens contained a cloud of albumin. The 
blood urea was 108 milligrammes per hundred cubic 
centimetres. The blood creatinin was 2-1 milligrammes per 
hundred cubic centimetres. The figures obtained by the 
urea concentration test were 1:85% and 1:7%. 


Case IV.—A.K., aged nineteen years, lived at New Farm, 
Brisbane. He suffered from lead poisoning fifteen years 
ago. He had bilateral foot drop. He lived in a wooden 
house with powdery paint. He was a nail biter and thumb 
sucker. His height was 131-2 centimetres (four feet four 
and a half inches) and his weight 48 kilograms (seven 
stone nine pounds). The hemoglobin value was 70%. 
The red cells numbered 3,443,000 per cubic millimetre. 
Mosenthal’s test was carried out. The night specimen was 
636 cubic centimetres, its specific gravity was 1004, it 
contained a cloud of albumin. The first day specimen was 
47 cubic centimetres with a specific gravity of 1010; the 
second day specimen 87 cubic centimetres with a specific 
gravity of 1010, the third day specimen 75.cubic centi- 
metres with a specific gravity of 1008, the fourth day 
specimen 95 cubic centimetres with a specific gravity of 
1004, the fifth day specimen 108 cubic centimetres with 
a specific gravity of 1006 and the sixth day specimen was 
90 cubic centimetres with a specific gravity of 1008. All 
the day specimens contained a cloud of albumin. The 
blood urea was 108 milligrammes per hundred cubic centi- 
metres. The figures obtained by the urea concentration 
test were 19% and 1:9%. Granular and hyaline cases 
were found in the urine. 


CasE V.—I.G., aged five years, lived at Newmarket, 
Brisbane. She suffered from lead poisoning six months 
ago with foot drop. She lived in a wooden house with 
high blocks and powdery paint. She was a nail biter. 
Her cardio-respiratory reserve was poor. Her systolic 
blood pressure was 110 millimetres of mercury and her 
diastolic pressure 60 millimetres. The hemoglobin ‘value 
was 60%. The red cells numbered 3,128,000 per cubic 
millimetre. The specific gravity of the urine was 1010. 
It contained a cloud of albumin. The figures obtained by 
the urea concentration test were 1:4% and 1:7%. Granular 
and hyaline casts were found in the urine. 


CasE VI.— M.McL., aged seven years, lived at Hagle 
Junction, Brisbane. She suffered from lead poisoning 
twelve months ago with foot drop. Her legs were in 
irons. She lived in a wooden house with dry paint. She 
was a nail biter and a finger sucker. Her skin was dry. 
Her cardio-respiratory reserve was poor. The vessels were 
very readily palpable. The systolic blood pressure was 
110 millimetres of mercury and the diastolic pressure was 
80 millimetres. The hemoglobin value of the blood was 
60%. The red cells numbered 3,684,000 per cubic milli- 
metre. Mosenthal’s test was carried out. The night 
specimen was 347 cubic centimetres, its specific gravity 
was 1012. The first day specimen was 29 cubic centimetres 
with a specific gravity of 1010; the second day specimen 
was 50 cubic centimetres with a specific gravity of 1015; 
the third day specimen was 60 cubic centimetres with a 
specific gravity of 1015; the fourth day specimen was 68 
cubic centimetres with a specific gravity of 1012; the fifth 
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day specimen was 28 cubic centimetres with a specific 
gravity of 1010; and the sixth day specimen was 53 cubic 
centimetres with a specific gravity of 1014. Albumin was 
not present in any of the specimens. The blood urea was 
81 milligrammes per hundred cubic centimetres. The 
figures obtained by the urea concentration test were 1:35% 
and 1:40%. The blood creatinin was 4:05 milligrammes 
per one hundred cubic centimetres. 


CasE VII.—J.F., aged fifteen years, lived at Ascot, Bris- 
bane. She suffered from lead poisoning ten years ago. 
She lived in a wooden house with powdery paint. She 
was a nail biter. Her cardio-respiratory reserve was poor. 
Her systolic blood pressure was 140 millimetres of mer- 
cury and her diastolic pressure was 100 millimetres. The 
specific gravity of the urine was 1005; it contained albu- 
min and hyaline and granular casts. The figures obtained 
by the urea concentration test were 1:0% and 1:4%. 

CasE VIII.—E.S., aged ten years, lived at South Bris- 
bane. She had lead poisoning and bilateral foot and 
wrist drop. She had worn irons for six months. She 
lived in a wooden house on high blocks with powdery 
paint and was confined to the veranda. Her height was 
111 centimetres (four feet and half an inch) and she 
weighed 25:2 kilograms (four stone). An elder sister had 
had plumbism and now has Bright’s disease. Her systolic 
blood pressure was 100 millimetres of mercury and the 
diastolic pressure was 75 millimetres. The vessels were 
normal. The hemoglobin value was 70%. ‘The red cells 
numbered 3,446,000 per cubic millimetre. Her cardio- 
respiratory reserve was moderately good. Mosenthal’s test 
was carried out. The night specimen was 310 cubic centi- 
metres with a specific gravity of 1012. The first day 
specimen was 83 cubic centimetres, its specific gravity was 
1008; the second day specimen was 52 cubic centimetres 
with a specific gravity of 1006; the third day specimen 
was 71 cubic centimetres with a specific gravity of 1006; 
the fourth day specimen was 148 cubic centimetres with 
a specific gravity of 1005; the fifth day specimen was 
80 cubic centimetres with a specific gravity of 1008 and the 
sixth day specimen was 83 cubic centimetres with a specific 
gravity of 1005. There was no albumin present. The 
blood urea was 50 milligrammes per hundred cubic centi- 
metres. The blood creatinin was 2-0 milligrammes per 
hundred cubic centimetres and the figure obtained by the 
urea concentration test was 1:7%. 


CasE IX.—D.S., aged fourteen years, lived at South 
Brisbane. She had lead poisoning seven years ago with a 
blue line in the gums. She lived in a wooden house with 
powdery paint. Her height was 133-8 centimetres (four 
feet five and a half inches) and she weighed 32 kilograms 
(five stone one pound). Her cardio-respiratory reserve 
was poor. The vessels were readily palpable. The systolic 
blood pressure was 125 millimetres of mercury and the 
diastolic pressure 75 millimetres. The hemoglobin value 
was 60% and the red cells numbered 3,019,000 per cubic 
millimetre. Mosenthal’s test was carried out. The 
night specimen was 285 cubic centimetres with a 
specific gravity of 1008; it contained a cloud of 
albumin. The first day specimen was 35. cubic 
centimetres with a specific gravity of 1008; the second 
day specimen was 27 cubic centimetres with a specific 
gravity of 1010; the third day specimen was 45 cubic 
centimetres with a specific gravity of 1008; the fourth 
day specimen was 39 cubic centimetres with a specific 
gravity of 1008; the fifth day specimen was 30 cubic centi- 
metres with a specific gravity of 1012 and the sixth day 
specimen was 85 cubic centimetres with a specific gravity 
of 1006. All the day specimens contained a cloud of 
albumin. The blood urea was 62 milligrammes per hundred 
cubié centimetres. The blood creatinin was 2-1 milli- 
grammes per hundred cubic centimetres. The figures 
obtained by the urea concentration test were 1:9% and 
22%, 

Case X.—E.P., aged fourteen years, lived at Bulimba, 
Brisbane. She had lead poisoning as a child. She lived 
in a wooden house with dry paint and was confined to the 
veranda. She was a nail biter and her urine contained 
lead. Her height was 112-2 centimetres (three feet nine 
inches) and she weighed 29-2 kilograms (four stone nine 
pounds). Her systolic blood pressure was 130 millimetres 





of mercury and the diastolic pressure was 100 millimetres. 
Her cardio-respiratory reserve was poor. Her hemoglobin 
value was 55%. The red cells numbered 3,059,000 per cubic 
millimetre. Mosenthal’s test was carried out. The night 
specimen was 681 cubic centimetres, its specific gravity 
was 1004; it contained a cloud of albumin. The first day 
specimen was 24 cubic centimetres, its specific gravity was 
1010; the second day specimen was 67 cubic centimetres 
with a specific gravity of 1005; the third day specimen 
was 64 cubic centimetres with a specific gravity of 1006; 
the fourth day specimen was 192 cubic centimetres with 
a specific gravity of 1005; the fifth day specimen was 160 
cubic centimetres with a specific gravity of 1006 and the 
sixth day specimen was 134 cubic centimetres with a 
specific gravity of 1007. All the day specimens contained 
a cloud of albumin. The blood urea was 55 milligrammes 
per hundred cubic centimetres. The blood creatinin was 
1-6 milligrammes per hundred cubic centimetres. The 
figures obtained by the urea concentration test were 1:9% 
and 2:0%. 


CasE XI.—N.C., aged four years, lived at Fortitude 
Valley, Brisbane. She suffered from lead poisoning two 
years ago. She had bilateral foot drop, also mild wrist 
drop; the blue line is still present. She was born in 
Brisbane in a wooden house with powdery paint. She 
was a nail biter and her skin was dry. The cardio- 
respiratory reserve was poor. Her vessels were normal. 
The hemoglobin value of the blood was 65%; the red 
cells numbered 3,328,000 per cubic millimetre. Mosenthal’s 
test was carried out. The night specimen was 162 cubic 
centimetres, its specific gravity was 1010; it contained a 
cloud of albumin. The first day specimen was 21 cubic 
centimetres, its specific gravity was 1010; the second day 
specimen 35 cubic centimetres with a specific gravity of 
1016; the third day specimen 15 cubic centimetres with a 
specific gravity of 1016; the fourth day specimen 10 cubic 
centimetres, its specific gravity was 1016; tie fifth day 
specimen 16 cubic centimetres with a specific gravity of 
1016 and the sixth day specimen was 17 cubic centimetres; 
its specific gravity was 1016. All the day specimens con- 
tained a cloud of albumin. The blood urea was 35 milli- 
grammes per hundred cubic centimetres and the blood 
creatinin was 1:7 milligrammes per hundred cubic 
centimetres. 


Case XII—A.P., aged seventeen years, lived at Milton, 
Brisbane. He suffered from lead poisoning when four 
years of age. He had foot drop. He was born in Brisbane 
in a wooden house with powdery paint. He was a nail 
biter. His height was 155 centimetres (five feet two 
inches) and he weighed 45 kilograms (seven stone two 
pounds). His cardio-respiratory reserve was moderately 
good. The systolic blood was 185 millimetres of mercury 
and the diastolic pressure 105 millimetres. The vessels 
were thickened. The hemoglobin value was 65%; the red 
cells numbered 3,178,000 per cubic millimetre. Mosenthal’s 
test was carried out. The night specimen was 355 cubic 
centimetres, its specific gravity was 1006; it contained a 
cloud of albumin. The first day specimen was 47 cubic 
centimetres, its specific gravity was 1006; the second day 
specimen was 45 cubic centimetres, its specific gravity was 
1010; the third day specimen was 51 cubic centimetres, 
its specific gravity was 1007; the fourth day specimen was 
62 cubic centimetres, its specific gravity was 1010; the 
fifth day specimen was 85 cubic centimetres, its specific 
gravity was 1010 and the sixth day specimen was 61 cubic 
centimetres with a specific gravity of 1008. All the day 
specimens contained albumin. The blood urea was 58 
milligrammes per hundred cubic centimetres. The blood 
creatinin was 2°3 milligrammes per hundred cubic centi- 
metres. The figures obtained by the urea concentration 
test were 1:8% and 1:8%. Hyaline casts were present in 
the urine. 


The following are the findings in three patients, 
who gave a history of licking the rain drops from 
the veranda railings, but no history of diagnosed 
lead poisoning. 


CasE I.—R.W., aged thirty-one years, lived at Bowen 
Hills, Brisbane. She was born in a wooden house with 
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powdery paint. When a child she used to lick rain drops. 
At the age of twenty-one she was rejected by insurance 
companies. She has since been under medical treatment. 
She has had no previous illnesses. Her height was 161-2 
centimetres (five feet four and a half inches) and she 
weighed 51:3 kilograms (eight stone two pounds). Her 
systolic blood pressure was 220 millimetres of mercury 
and the diastolic pressure 145 millimetres. The hemo- 
globin value was 65%; the red cells numbered 3,370,000. 
The vessels were easily palpable. Mosenthal’s test was 
carried out. The night specimen was 642 cubic centi- 
metres, its specific gravity was 1000; it contained a cloud 
of albumin. The first day specimen was 31 cubic centi- 
metres, its specific gravity was 1002; the second day 115 
cubic centimetres with specific gravity of 1004; the third 
day specimen was 92 cubic centimetres with a specific 
gravity of 1005; the fourth day specimen was 162 cubic 
centimetres with a specific gravity of 1006; the fifth day 
specimen was 181 cubic centimetres with a specific gravity 
of 1005 and the sixth day specimen was 200 cubic centi- 
metres with a specific gravity of 1004. All the day speci- 
mens contained a cloud of albumin. The blood urea was 
136 milligrammes per hundred cubic centimetres. The 
blood creatinin was 2-6 milligrammes per hundred cubic 
centimetres. The figures obtained by the urea concentration 
test were 1:8% and 1:9%. 


Cass II.—B.F., aged eleven years, lived at Ingham, 
Queensland. She was born in a wooden house with 
powdery paint. She used to lick rain drops and she was a 
nail biter. She had previously suffered from measles 
and whooping cough and she had undergone an operation 
for appendicitis. Her height was 131-2 centimetres (four 
feet four and a half inches) and she weighed 22-5 kilo- 
grams (three stone eight pounds). Her systolic blood 
pressure was 105 and the diastolic pressure 80. 
Mosenthal’s test was carried out. The night specimen 
was 230 cubic centimetres with a specific gravity of 1010. 
The urine was clear. The first day specimen was 30 cubic 
centimetres, its specific gravity was 1008; the second day 
specimen was 13 cubic centimetres with a specific gravity 


of 1008; the third day specimen was 25 cubic centimetres . 


with a specific gravity of 1004; the fourth day specimen 
was 16 cubic centimetres with a specific gravity of 1004; 
the fifth day specimen was 47 cubic centimetres with a 
specific gravity of 1010 and the sixth day specimen was 
30 cubic centimetres with a specific gravity of 1010. All 
the day specimens contained a cloud of albumin. The 
blood urea was 60 milligrammes per hundred cubic centi- 
metres and the figures obtained by the urea concentration 
test were 1:8% and 2-:2%. 


Case III.—B.Mc., aged fourteen years, lived at Ekibin, 
Brisbane. He had no previous illnesses. He used to lick 
rain drops off railings every wet day. His height was 135 
centimetres (four feet six inches) and he weighed 27-9 
kilograms (four stone six pounds). The systolic blood 
pressure was 130 millimetres of mercury and the diastolic 
pressure was 98. The hemoglobin value was 80%. The 
red cells numbered 3,936,000. Mosenthal’s test was carried 
out. The night specimen was 180 cubic centimetres with 
a specific gravity of 1010. It contained a cloud of albumin. 
The first day specimen was 90 cubic centimetres with a 
specific gravity of 1012; the second day specimen was 
187 cubic centimetres with a specific gravity of 1016; the 
third day specimen was 60 cubic centimetres with a 
specific gravity of 1010. On these three days the urine 
contained a cloud of albumin. The fourth day specimen 
was 57 cubic centimetres with a specific gravity of 1010; 
the urine was clear. The fifth day specimen was 42 cubic 
centimetres with a specific gravity of 1010; it contained 
a cloud of albumin. The blood urea was 46 milligrammes 
per hundred cubic centimetres. The blood creatinin was 
2-8 milligrammes per hundred cubic centimetres. The 
figures obtained by the urea concentration test were 
18% and 2°1%. 


A brief survey of the first series of cases shows 
that all the patients have spent their childhood in 
wooden houses in contact with chalky paint; four 
were nail biters, four were both nail biters and 





thumb suckers and one was a thumb sucker only, 
while only three gave a history of no such habits. 
In all poor physical development was a constant 
feature and in three instances another member of 
the family had been affected by the same disease. 


It may be noted that in two instances no albumin 
was present in the urine, nevertheless the results 
of the renal function test reveal the appalling fact 
that all of these unfortunate children have renal 
insufficiency well established. Raised blood pres- 
sure, high non-protein nitrogen retention and low 
urinary concentration indicate that the process of 
sclerosis has already commenced and, once estab- 
lished, it is known that its progress is constant 
and relentless. 


In the second series each of the patients volun- 
teered the information that the licking of the rain 
drops from veranda railings after storms had been 
a common pastime of childhood. None had been 
treated for lead poisoning, as it had never been 
suspected. The only signs and symptoms of ill 
health were anemia, debility and occasional head- 
aches; nevertheless, as in the first series of cases 
they are doomed to eke out an “always tired, pasty 
and irritable” existence, from which a terminal 
uremia will be a happy release for both the victims 
and their parents. 


In the first series it is an easy matter to follow 
the damaging effects of the lead on the organism 
generally, but in all probability there must be many 
of the type indicated in the second series who have 
escaped recognition, since the effects are not mani- 
fested sufficiently to produce the well known signs 
and symptoms of the disease. Hence it follows 
that when nephritis is discovered late in life, the 
association with plumbism is not suspected. 


Morbid Anatomy and Histology. 


In these cases the morbid anatomical and histo- 
logical changes in the kidneys are similar to those 
found in the typical arteriosclerotic kidney. 


The following are the findings of J. V. Duhig 
in the kidneys in Case I, that of E.H.: 


The kidneys submitted to me for examination were 
specimens of arterio-sclerotic contracted kidney, of the 
diffuse sclerotic type. 

Macroscopical appearance: The length was 7 centimetres 
and 6-75 centimetres. There was an excess of perinephric 
fat, the capsule was adherent, in parts the adherence was 
tense. The organs were dark red and mottled and covered 
with fine projecting nodules. On stripping the capsule, 
large pale fibrous areas were exposed, on one kidney cover- 
ing three-fourths of one lateral aspect and on the other 
more patchy in distribution. 

Macroscopical section revealed a rather large pelvis 
filled with fat and the cortex was reduced in depth, but 
not so much as in other organs of this type I have seen. 
The kidneys were pale, in the central pyramid the pallor 
was pronounced, the medullary rays being no longer 
perceptible. 

Microscopical appearances: In regard to the general 
texture, there was diffuse scarring with capillary dilata- 
tion, distension and degeneration of Bowman’s capsules 
and tubules. 

In examining the vessels, I picked up a primary branch 
of the renal artery and traced it to the arcuate and inter- 
lobular branches. The primary branch was greatly 
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thickened, especially the intima and ‘internal elastic 
lamina. The smaller vessels were not so uniformly easy 
to see that the afferent artery was thickened and throm- 


bosed in parts almost to 
obliteration. In the areas 
of dense sclerosis the 
capillaries were dilated. 

The glomeruli showed 
all gradations of change 
from slight enlargement 
(probably compensatory) 
through: obliteration of the 
tufts to complete oblitera- 
tion of the whole 
glomerulus, ending in a 
faint pink hyaline circular 
structure embedded in a 
thick fibrillar membrane, 
the remnant of the cap- 
sule. It was curious to 
note, however, the rela- 
tively large number of 
glomeruli which escaped 
damage; only rarely, if at 
all, was fusion of tufts 
with capsule seen, which 
is good evidence that the 
condition was not 
primarily  glomerulo- 
nephritis. 

In the tubules cloudy 
swelling and degeneration 
with compensatory dilata- 
tion were everywhere 
present. The dilated 
tubules contained a pink 
retracted hyaline material. 
The descending tubules 
were narrowed with clear 
cytoplasm and hyper- 
chromatic nuclei. These 
appearances were noted in 
the less sclerosed areas. 
In areas of advanced 
sclerosis the tubules were 
narrow and their epithelial 
lining reduced to a mere 
vestige. 

Stroma manifested 
almost universally some 
grade of the process of 
granulation, with numer- 
ous macrophages. The 
whole is a typical picture 
of contracted arterio- 
sclerotic kidney. 


From this report and 
from the accompanying 
microphotographs it is 
seen that the changes 
are of the nature of a 
diffuse sclerosis, and it 
appears that the term 
“nephro-sclerosis” 
might be appropriately 
applied to these lesions. 

Discussion. 

To any observer who 
has had the opportunity 
of probing this subject 
and of examining these 
unfortunate children, 


no further evidence is necessary to convince him 
that the extraordinary incidence of chronic nephritis 
in Brisbane is due to lead poisoning in childhood. 





A = sclerosed vessel, dilated tubules (compensatory 


hypertrophy) lined by flattened epithelium, C 





A glomerulus in course of obliteration, B = glomerulus 
almost obliterated, embedded in dense laminated fibrous 


oxidized by exposure to 


The inquiring mind may ask the question: Why is 
lead poisoning so prevalent in Queensland as com- 


pared with other 
States? This is partly 
answered by reference 
to the figures, giving a 
comparison of the home 
buildings in the four 
States, as shown in 
Table VI. 

Wooden houses are 
almost invariably 
painted, while brick 
and stone houses are 
either uncovered or 
calcimine washed. 


If one compares the 
mortality from nephri- 
tis with the percentage 
of wooden houses in 
each State, a definite 
association between the 
two will be noted, as 
is shown in the diagram 
in Figure V. 

The painting of 
houses with lead paint 
is certainly not the 
only factor to be con- 
sidered. If this were 
so, widespread 
plumbism would be 
present in all countries 
where lead paint is 
used. It is obvious 
that there must be some 
factor in Queensland 
especially which makes 
this paint readily avail- 
able to children and 
particularly to nail 
biters. The solution of 
the problem is prob- 
ably climatological, for 
it is the siccativing 
action of the sun which 
dries up the oil and 
leaves the paint in the 
form of a chalky 
powder. The paint so 
commonly used in the 
past contains white 
lead which is a mixture 
of carbonate and 
hydroxide of lead. 
According to Cowley‘? 
the reason for this 
“chalking” is that the 
oil medium becomes 
weather and sunlight. 


White lead, being a siccative, has itself some effect 
in catalysing the oxidizing action of the air; 
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TaBLe VI. 
Showing Type of Home Building in the Several States. 














State. 
Type. of 
Building. 
m ss Queens- | New South ‘ South 
land. Wales. | Victoria. Australia. 
Wood .. .. | -85°52% 479% | 66-48% 7:90% 
—— Astle 0:21% 41-2% | 1:92% 55-82% 
Bric 1-35% 2:5% | 27-11% 21-52% 
iaiiinnnecs 12-92% 8-4% | 449% 14-76% 








furthermore any addition of driers to the paint will 
hasten the destruction of the oil. This white lead 
is apparently in a form which is readily assimilable 
into the body, for Carlson and Woelfel‘*®) in a 
series of experiments demonstrated that it is twice 
as soluble in the gastric juice as lead sulphate, while 
Osler‘*) states that of all occupations the manufac- 
ture of white lead and lead colours formerly 
furnished the greatest proportion of cases of 
industrial lead poisoning. This was shown by 
Kaup’s figures for the Bleiberg Lead Workers’ Union 
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FIGURE V. 


in Klagenport in 1894, in which 45 members suf- 
fered from 61 attacks of lead poisoning (135°6%) 
and on an average each man was ill for 46-7 days 
in the year. In Herbert’s works in the same town 
the attacks each year per hundred workers ranged 
from 13-2 to 24-6. 

Further circumstantial evidence against veranda 
railings lies in the fact that the mortality from 




















Tase VII. 
Showing Death Rates from Chronic Nephritis in 
Queensland. 
Rate per 
City. Deaths. | Estimated 100,000 of 
Population. | Population. 
Se ee: 102 295,430 35 
Bundaberg -» 2 11,000 18 
Cairns cm ke 3 9,500 32 
Charters Towers .. -.. 6 9,009 67 
Gympie ss — 9,570 — 
Ipswich 10 23,000 43 
Mackay ek 3 8,623 35 
Maryborough . a 12,000 33 
Rockhampton 13 30,000 43 
Toowoomba .. 13 24,500 53 
Townsville 14 30,200 46 
Total of all Cities .. 170 462,832 | 38 
Total rest of State .. 83 | «436,344 | 19 

















chronic nephritis in young people is twice as great 
in the cities as in the country. This would be 
expected, since in the metropolis children are of 
necessity more frequently confined to the veranda, 
whereas in the country they are allowed much more 
freedom. 

The figures in Table VII were extracted from the 
monthly reports issued by the Registrar-General for 
Queensland and though they are available for the 
provincial cities only since January last, never- 
theless they are sufficiently convincing. 

The white ant also plays an important réle in 
the drama, for these pests are so prevalent in 
Queensland that house owners are compelled to 
build their homes on high blocks with the object 
of permitting inspection from time to time in order 
to ascertain the presence of these destructive insects. 
Being thus elevated, the verandas are mostly pro- 
vided with a gate, so that the children are confined 
to a narrow space and spend a great deal of their 
time holding on to the railings as they watch the 
passing show. 

Unfortunately statistics giving the relative 
number of houses built on high blocks in the various 
States are not available, but from my own observa- 
tion there is no doubt that this type of house is 
far more common in Queensland than in other 
States. In fact, visitors from the south jocularly 
refer to “the houses on stilts.” 

After unbiased consideration of the foregoing 
evidence it is difficult to deny that lead is the patho- 
genic agent which is responsible for the increased 
morbidity and mortality. 

Almost every sufferer within the sphere of this 
investigation has lived in a house where the paint 
has been dry and powdery and the vast majority 
were nail biters, both in Gibson’s ocular neuritis 
series and this nephritis series. As a proof that 
nail biting is not such a common habit as to make 
the relationship coincidental, a control was obtained 
by the examination of one thousand consecutive 
State school children. The figures were as follows: 

Total number of boys examined ry ea .. 380 

Total number of boys found to be nail biters 65 


Total number of girls examined. 62 
Total number of girls found to be nail piters 72 


Total number examined .. ae . 1,000 
Total number found to be nail biters ‘> a4 Adee 
Percentage of nail biters Sob.) acta eat See 


The increased incidence of nephritis amongst 
women in the Queensland series for the past ten 
years, namely, 706 females as against 544 males, 
also favours the lead theory, as Oliver“®) and others 
point out that females are more susceptible than 
males to the effects of lead. Furthermore, such 
susceptibility is definitely familial. This would 
account for the fact that so many entire families 
have succumbed to the disease. 

It may be debated that this latter coincidence is 
strong presumptive evidence in favour of some 
epidemic streptococcus, but this is definitely not 
so, because the disease appears at such different 
periods in the lives of the various members of the 
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family. For example, the elder children may have 
acquired the disease before the birth of their 
younger brothers and sisters who themselves 
become afflicted later. 

Finally, that 100% of a series of consecutive 
patients with plumbism examined some years after 
acute symptoms have subsided, should show well 
established renal insufficiency, is undoubtedly more 
than circumstantial evidence. 

Doubt has been cast by some physicians as to 
whether the disease called plumbism in Queensland 
is not really an infective process, but this can be 
dismissed without any qualms. The absence of 
pyrexia, the typical paralyses, the encephalopathy, 
the blood signs, the ocular signs, Burton’s blue line 
and the presence of lead in the urine, together with 
the environmental and circumstantial evidence leave 
no possible opportunity for doubt in this respect. 
If the disease were due to the Streptococcus 
scarlatine, as is maintained by others, why is it 
that only four out of the series of eighty patients 
with chronic nephritis gave a history of previous 
scarlet fever? The fact that this fever is usually 
so mild in Queensland might suggest that the child 
did not come under observation during the acute 
period and that this sequela was therefore not 
recognized, but with the onset of diffuse glomerulo- 
nephritis, the patient is usually sufficiently ill to 
call for medical attention, in which case a history 
of “kidney trouble” in childhood would surely have 
heen recorded. 

In statistics concerning the incidence of lead 
poisoning in Queensland it is quite possible that the 
figures may be slightly exaggerated, because it is 
undeniable that some conditions are diagnosed as 
lead poisoning without absolute proof. Such symp- 
toms and signs as lassitude, anemia and punctate 
basophilia have been considered by some medical 
men to be sufficient findings to warrant such a 
diagnosis. While it is possible that some of these 
conditions may not be due to plumbism, the great 
majority probably is. Punctate basophilia is a 
constant feature in lead poisoning and in patients 
receiving lead treatment for cancer; its extent is 
one of the best indications of the degree of lead 
toxemia. 

At the Liverpool Medical Research Organization 
under Professor Blair Bell, Brookfield‘) has made 
some important observations on the changes in the 
red blood cells in patients under treatment for 
malignant disease. By. a series of comparative blood 
counts during the progress of treatment he has 
shown that they are so closely related to reticulated 
cells as to justify the conclusion that stippled cells 
are young red cells altered by a degenerative 
process. 

Key‘) by experiments on rabbits with lead, 
demonstrated that these granular degenerations of 
the young red cells are aggregations of the baso- 
philic substances into small discrete masses. 
He further showed that stippling is not an 








some hematologists. By examining unstained blood 
microscopically he found some red cells containing 
refractile masses exhibiting Brownian movements. 
He then stained the same film and discovered that 
the number of these cells corresponded fairly accur- 
ately with the number of stippled cells. 

Stippling (punctate basophilia) polychromato- 
philia and reticulation have certain features in com- 
mon and are found together in many forms of 
anemia, but punctate basophilia is not nearly so 
common as the two latter. The former occurs in 
pernicious anemia, leuchemia and in some forms of 
severe secondary toxic anemia and it has also been 
observed in cases of aniline poisoning, but in these 
conditions it is comparatively rare, whereas it is 
an almost constant sign in plumbism, to the extent 
that some clinicians consider its presence as almost 


| definite evidence of lead absorption. At least it is 


safe to say that it occurs only when some very 
unusual toxin is present in the blood. 

It must be confessed that when this investigation 
was commenced, I expected to find the pathogenic 
culprit to be some streptococcus, as it is well known 
that chemical poisons do not usually produce 
nephritis of the so-called chronic interstitial variety. 
In these poisonings the renal changes. are almost 
invariably tubular and it is only when large doses 
are employed that glomerular changes become mani- 
fest. On the basis of Cushny’s theory Grey‘ 
accounts for these findings by the fact that chemical 
poisons, being crystalloids and of relatively low 
molecular weight, are filtered through the glomeru- 
lar tufts and are concentrated in the tubules by 
reabsorption of fluid from this dilute filtrate, hence 
they tend to produce a tubular nephritis. On the 
other hand, bacterial toxins, being colloids and a 
relatively high molecular weight, are probably 
retained in the glomerular tufts, thereby setting up 


| a glomerulo-nephritis. 





i 


| 


artefact produced by staining as is maintained by | 


From a search of the literature on the subject 
there appears to be no definite opinion with regard 
to lead in this respect and experimental work has 
not yet been able to produce any definitely character- 
istic type of nephritis. Ophils,@”) experimenting 
with lead in guinea-pigs, showed that the changes 
in the kidneys of these animals were very varied, 
but that the only constant finding was patchy degen- 
eration and fibrous thickening of the glomeruli. 
Charcot and Combault‘?®) consider renal lead lesions 
to be primarily an epithelial cirrhosis. 

The lead poisoning in the patients we are investi- 
gating, is very different from the experimental lead 
poisoning in animals, because the condition in these 
patients is the result of the ingestion of minimal 
amounts over very long periods. 

Duhig is at present conducting experiments on 
animals by feeding them on lead paint, giving 
minimal amounts over long periods, in order to 
produce the same conditions as apply to children. 

Aub") has shown that large quantities of lead 
are stored in the bones and are liberated only by 
some disturbance of the body metabolism; thus in 
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one human skeleton he found as much as 800 milli- 
grammes. In this fact probably lies the explanation 
of the slow and insidious progression of the renal 
lesions, with more and more glomeruli becoming 
hyalinized, till a stage is reached in which impair- 
ment of the function of the organ has occurred to 
an extent inconsistent with life. This same poison 
which is from time to time being let loose into the 
blood stream, is probably also partly responsible 
for the vascular changes which are invariably 
present in these patients. 


It is well known that some chemical poisons 
have definitely selective actions on certain tissues 
and it appears that the only satisfactory way of 
explaining the histological changes is by assuming 
that lead has some selectivity for the vascular endo- 
thelium. A consideration of the blood supply of the 
kidneys shows the renal arteries arborizing into 
bunches of capillaries—the glomeruli. From this 
the blood collects into an efferent vessel which again 
breaks up into a network of capillaries surrounding 
the convoluted tubules, their sole blood supply. 
According to the now generally accepted theory of 
renal excretion, the plasma fluids must pass through 


both of these capillary systems in the process of | 


filtration and reabsorption. When lead is present 
in the blood stream, it is therefore brought into 
very intimate contact with the vascular tissue, on 


which its damaging effects are manifested by a | 


diffuse sclerosis. 


Lead nephritis is so uncommon in other parts of 
the world that very little information is available 
on the subject and the only attempt to study it 
statistically has been made by Machurtz and 
Rosenberg.‘°®) Investigating the relative incidence 
of Bright’s disease in lead workers, they found that 
among 36 patients with “malignant sclerosis” 
17 were labourers, nine of whom had worked with 
lead. They also quote Volhard who reported that 
of his 36 patients suffering from chronic Bright’s 
disease, four were lead workers. As these figures 
are so small, no definite conclusion can be drawn 
from them. 


It is certain that lead nephritis has never before 
been shown to occur with such extraordinary 
frequency as in Queensland and the result of this 
investigation proves that it must be a factor to be 
reckoned with in all countries where lead paint is 


accessible to children and that this menace is | 


greatest in tropical countries where paint is readily 
siccatived by the sun’s rays. 

Surely herein lies an extraordinary opportunity 
for preventive medicine! 


Summary. 

1. It has been shown that there is an extra- 
ordinary incidence of chronic nephritis in persons 
between the ages of ten and forty in Queensland. 

2. The type of nephritis is a chronic diffuse 
sclerosis of the kidney tissue and the name “nephro- 
sclerosis” is submitted as a more appropriate term. 
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3. In eighty consecutive case records of so-called 
chronic interstitial nephritis it was found that in 
fourteen there was a history of the patient having 
received treatment for plumbism in childhood. 

4. Of twenty-two patients who were interviewed, 
twenty had spent their childhood in wooden houses 
with chalky paint on the walls and railings, while 
sixteen were nail biters or thumb suckers. 

5. It has been shown that the incidence of 
plumbism in Queensland is remarkably high. 

6. Records have been made of the results of 
physical examination and renal function tests on 
twelve children who have suffered from previous 
lead poisoning, and on three who gave a history of 
frequently licking the rain drops from the varanda 
railings after a storm. All of these patients 
exhibited renal insufficiency. 

7. It has been shown that this nephro-sclerosis is 
most prevalent where the houses are built of wood 
and where children are confined to the verandas. 

8. It has been shown that there is a close associa- 
tion between houses painted with lead paint, nail 
biters or thumb suckers, lead poisoning and chronic 
nephritis. 
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THE BENSAUDE AND OURY METHOD OF INJECTING 
HASMORRHOIDS. 





By L. Crivertr, M.B.,.Ch.B. (Melbourne), 
Melbourne. 





Tue Bensaude and Oury method, directed towards 
the sclerosis of internal piles and anal prolapse, 
differs somewhat from other procedures and gives 
excellent results. It is applicable only to internal 








hemorrhoids and is specially indicated in those 
cases which resist palliative measures, in patients 
who wish to avoid surgical ones (the great 
majority). 

The usual way in other methods is to inject the 
sclerosing solution into the hemorrhoidal vein 
itself, either through a speculum, as in the English 
method or, after prolapsing the piles with a cupping 
glass (Boas) or inserting the needle through the 
skin, outside the anus (Roux). 

Bensaude and Oury use a speculum and inject 
well above the pile into the submucosa as near as 
possible to what might be called the stalk of the 
varicose loop; the effect of this is a definite and 
widespread extravascular sclerosis which tightens 
up the mucous membrane and exercises a strangu- 
lating effect on the vein, though histological sections 
show that the vessels do become obliterated by 
sclerosis to a certain extent, the relief of pain, 
oozing and hemorrhage is rapid and striking and 
the only drawback is, as the histological examina- 
tion would lead to expect, the possibility of recur- 
rence. This does happen in a few cases after a 
variable time, but the same may happen after opera- 
tion and the injections are so simple that the 
patients are well content to submit to a further 
course, if necessary. 

As previously stated, external piles cannot be 
treated in this way, for the injection of sclerosing 
solution under the skin is too painful, but the 
rectal mucosa being almost insensitive, there are 
practically no contraindications to the treatment 
of internal piles. 

I have had three cases in which prolonged and 
recurring hemorrhage had reduced the patients to 
such a state of anemia and debility that operation 
was practically out of the question. After a course 
of injections, relieved of their pain and bleeding, 
they made a rapid recovery. 


Technique. 

With the patient in the lithotomy position, an 
anal speculum is introduced and the area to be 
injected is carefully disinfected. Then with the 
edge of the speculum the mucous membrane is made 
to bulge just above a bunch of hemorrhoids. Into 
this bulge the needle is inserted and one to five 
cubic centimetres of quinine-urethane solution 
injected slowly. Care must be taken that the needle 
point is placed correctly and does not penetrate too 
deeply, especially in the anterior wall, where it 
might wound the prostate, also that it does not 
pierce a mucous valve and return into the rectum. 
The solution should flow in easily and without any 
effort, causing the bulge to increase. If it is too 
superficial, the mucosa becomes very pale and tense, 
the patient complains of pain and an ulcer will 
follow. However, even if this should occur, it is 
in no way serious and soon heals. The injections 
are best done once a week, each one more or less 
opposite the previous one. 

The patient hardly feels anything during the 
course of the injection and as the injection is not 
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intravenous, absorbtion is slow. So that if a small 
dose is given the first time to test the patient’s 
susceptibility, there is no risk of a general reaction 
of any severity, especially if the patient is kept 
quiet for a few minutes before he is allowed to 
get up. 

Sometimes a little pain may be felt after two or 
three days and may even be accompanied by a 
slight hemorrhage. This means that there is some 
superficial necrosis over the injected spot. It is the 
only complication to be expected and is invariably 
benign, for in the course of over four thousand injec- 
tions Bensaude and Oury did not have a single 
case causing the least anxiety and neither abscess 
nor stricture occurred in a single instance. 

I have so far seen none of these incidents and 
their main drawback is to delay further treatment 
until healed up. 


Reports of Cases. 


HYPERTROPHIC PYLORIC STENOSIS. 


By Metvmue EB. Cuinner, M.B., B.S. (Adelaide), 
Auburn, South Australia. 


M.S., a male child, was first seen at eight weeks old. 
The child was born at a normal confinement and thrived 
naturally until he was five weeks old; he was breast fed 
and weighed 3-8 kilograms (eight pounds seven ounces) 
at birth. His highest weight was 4-7 kilograms (ten pounds 
eight ounces) at five weeks. From this point onwards the 
child gradually retrogressed; he began to vomit his food 
occasionally and consequently he was taken from the breast 
and put on various patent foods until he became so ill 
that the mother brought him up for treatment. 


On examination the child looked a little pale, but the 
lips and conjunctiva were of a good colour, his face was 
pinched and his skin very dry and loose, the fontanelle 
was sunken, he was restless and occasionally cried. The 
mother gave the history of the child greedily taking his 
food, but after a variable time he would vomit all his 
food with great force; also she was unable to get his 
bowels open. On examining the child’s abdomen peristaltic 
movements in the stomach were visible, rising as a lump 
beneath the left costal margin and travelling across the 
abdomen towards the umbilicus, also the mass of pylorus 
was palpable just below the right costal margin. A diag- 
nosis of hypertrophic pyloric stenosis was made and the 
child was placed in hospital and stomach washouts twice 
daily were begun immediately and he was fed on measured 
quantities of breast milk; a weak solution of sodium 
bicarbonate was used for washouts.’ But the child gradu- 
ally faded, in five days his weight fell from four kilograms 
(eight pounds fifteen ounces) to 3-7 kilograms (eight 
pounds five ounces); he still vomited twice daily and the 
vomiting was of the projectile type. The child was 
obviously rapidly fading, and it was decided to open the 
abdomen and perform Rammstedt’s operation; the child 
was prepared by giving it sixty cubic centimetres of saline 
solution and glucose subcutaneously. 

Five days after admission the child was given ether by 
the open method with continuous oxygen, a right para- 
medium incision was made and the rectus was displaced 
outwards, the very dilated stomach first presented and the 
thickened pylorus was easily found, but could not be easily 
delivered. The thickened muscular layers were cut through 
on the superior surface down to expose the mucosa; the 
thickened cartilaginous like muscularis was separated 
from the mucosa along the full length of incision, which 





was about 3-75 centimetres (one and a half inches) long, 
the mucosa bulged through the incision. The stomach et 
cetera were replaced and the wound closed after 300 centi- 
metres (a half pint) of saline solution had been placed 
in the peritoneal cavity. The child began feeding by taking 
one teaspoonful of mother’s milk every three hours; feed- 
ing was begun two hours after operation and six hours 
later he was given twenty cubic centimetres of saline 
solution subcutaneously. The child vomited once twenty- 
seven hours after operation, but food was gradually in- 
creased until he was taking three teaspoonfuls of milk 
every three hours at end of forty-eight hours; then he was 
placed to the breast for gradually increasing periods. The 
baby suffered with a good deal of flatulence during the 
second twenty-four hours after operation. The wound 
healed well and stitches were removed on the eighth day; 
the baby put on a few ounces weight each day and when 
he left the hospital ten days after operation he had gained 
seventeen ounces in weight. 

I have first hand knowledge of five other cases of this 
condition and all were fatal. I think this was principally 
due to the fact that medical treatment was carried out too 
long and the child either died before operation or from 
the shock of it. 





WHOOPING COUGH AND OPTIC NEURITIS. 


By G. H. Hoae, M.D., 
Launceston, Tasmania. 


THE MEDICAL JOURNAL OF AUsTRALIA of June 4, 1927, 
contained a short article on optic neuritis as a complica- 
tion of whooping cough in which I gave a brief summary of 
the only six recorded cases and added a seventh case which 
I had seen. The condition seemed so rare that I did 
not imagine that I should meet with another case; however, 
much to my surprise a second case has been under my 
observation at the Launceston General Hospital where I 
showed it at a clinical meeting in March. 


The case is as follows: 


A girl, aged three years and five months, was seen by me 
early in February of this year suffering from loss of 
sight. The mother stated that about the end of August, 
1928, the child got a cold which in September developed 
into whooping cough, a disease then prevalent in the dis- 
trict in which the family lived. For this she was seen and 
treated by her medical attendant. During the worst part 
of the illness the child was nervous, vomited a good deal 
and apparently had a definite objection to strong light and 
loud noises, frequently telling her mother that there was 
dust in her eyes. As she recovered she was said to be 
suffering from her nerves and eventually was taken to the 
seaside. Some time in November the mother noticed that 
the child was not seeing properly and by December she 
could not see her food. The mother stated that previous 
to the whooping cough the child had been healthy apart 
from worms and that her sight had apparently been normal. 
The family history was good, the child a bright healthy 
little girl. 

On examination she seemed to be quite blind in her left 
eye, with the right eye she could see objects such as large 
toys indistinctly at about the distance of 30 to 60 centi- 
metres (one to two feet), the field of vision was contracted 
on the inner side. The left optic disc was pale, shrunken 
and atrophied. The right optic disc was pale and atrophic 
looking; although not shrunken like the left one, it showed 
a little reddish colour at the margin which however eventu- 
ally disappeared, leaving the disc quite pallid. 

The child was given strychnine for two months; when 
discharged the vision in the right eye had improved 
slightly, but the appearance of the discs was unchanged. 

For the purpose of reference I append a précis of cases: 

1. Alexander’s: Optic atrophy in a girl, aged twelve 
years. 

2. Wiegman’s: Optic neuritis in a woman of forty years, 
vision gradually returned to normal. 
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3. Jacoby’s: Optic neuritis in a girl, aged six years; 
complete recovery. 
4. Callan’s: Optic neuritis followed by optic atrophy in a 


girl of eleven years. 


5. Gamble’s: Optic neuritis in a girl of eight years; 
recovery. 

6. Nacht’s: Optic neuritis in a girl, aged seven years; 
recovery. 


7. Hogg’s: Optic neuritis in a boy, aged sixteen years; 
complete recovery. 
8. Hogg’s: Optic atrophy in a girl, aged three years. 





————_ <> 


Reviews, 


QUACKS AND QUACKERY. 





In 1925 Dr. Morris Fishbein, the editor of The Journal 
of the American Medical Association, published a collection 
of essays under the title “The Medical Follies.”* This book 
has now reached its seventh edition, a not surprising fact, 
since its erudite author has delivered some important 
messages to the whole community in an inimitable manner. 
Our opinion of this admirable book was published in our 
issue of September 25, 1926. Dr. Morris Fishbein followed 
up his first book by another in 1927. He calls the second 
contribution “The New Medical Follies.’’ Like the first it 
comprises essays that have been published in journals, 
magazines and newspapers. One or two chapters have not 
appeared elsewhere. When Dr. Morris Fishbein writes of 
cults and charlatans, of systems and dogmas he adopts 
tactics that commend themselves to every one with the 
gift of reasoning. He hits hard with a smile on his face; 
he leads the reader unconsciously along a path, amused, 
interested and perhaps speculating. He is informative, 
witty, and good natured. But he manages to insinuate in 
his narrative a simple sentence ever and anon that smashes, 
withers, annihilates. Often he becomes almost sympathetic 
over the remains of the once living cult. 

“The New Medical Follies’ opens with an encyclopedia 
of cults and quackeries. The author is fearless in his 
description of each. From “Aerotherapy” to “Zonotherapy” 
he passes in rapid review the most startling, the most 
absurd and the most audacious forms of charlatanism. He 
does not hesitate to call things by their right names and 
he is bold in his scathing condemnation. For example of 
L. D. Rogers, the founder and leader of “Autohemic 
Therapy,” he writes that he has been concerned in an 
attempt to organize all the comical cultists into a single 
group. Again Dr. Fishbein says: “There is not an iota of 
scientific evidence that his method or his system ever cured 
anybody of anything.” In another connexion the author 
refers to testimonials issued from one of: the quack 
institutes as emanating from “grateful imbeciles.” 
Throughout the whole list of cults, quackeries, systems and 
institutions, Dr. Fishbein tells the reader what are the 
claims of the founders of each and tells him in such a 
charming, good natured tone that the message cannot fail 
to have its proper effect. He shows clearly how nearly all 
the charlatans who have instituted these systems, have 
done so because it pays. He admits that a few may have 
been influenced by other motives. 

The second chapter is about the cult of beauty. The 
extraordinary thing about the so-called beauty parlours 
in America is that licences are granted in nine States to 
“beauticians”; in some instances the licences are issued 
by the Board of Health. Dr. Fishbein gives some interest- 
ing news concerning the manner in which the bills to 
register beauty culture specialists were handled. Apparently 
the “go-get-it” smile of the beauty culture exponent has 
been more than the legislators in some of the States can 





resist. In this connexion Dr. Fishbein recites the tales 





1“The New Medical Follies,” by Morris Fishbein, M.D.; 1927. 
Sydney: Angus and Robert- 
Price: 9s. net. 
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of the advertising surgeon who undertakes plastic work 
on the face. These men or some of them have been through 


medical courses and have obtained medical degrees. Their 
knowledge of plastic surgery and their ability to perform 
even the simplest operation are notoriously meagre. Yet 
they trade on human misfortune, human weaknesses and 
human ignorance. The law rarely interferes. 

The charlatans who exploit the desire of some women 
for unnatural slenderness, are given a short chapter; Dr. 
Fishbein speaks his mind briefly and to the point. He 
devotes more space and greater vehemence to the rejuven- 
ation swindle. Steinach, Voronoff and their followers 
receive the full force of Dr. Fishbein’s sarcasm. He ex- 
plains how utterly without foundation the conception is 
that sexual power once lost in the decay of old age, can 
be restored by any extract, transplants or mechanical 
devices. We may quote one typical passage: “There is, on 
the other hand, much evidence that a few surgeons, whose 
names are seen more often in the newspapers than in 
scientific periodicals, have found rejuvenation operations 
most valuable in their practice. Valuable to whom?” 

There is an essay on bread and some dietary fads. The 
myth about whole meal flour, the nonsense written and 
talked about vitamins, the stupidity of the slogans of an 
apple a day and drink more milk are mentioned in a 
sensible discussion of what is known about dietetics. The 
faddist and his cousin the food charlatan reap a rich 
harvest out of the groundless theories of special diets. Dr. 
Fishbein is delightful in his comments concerning 
Arbuthnot Lane’s kinks and food fads. The undiscriminat- 
ing public has swallowed the utter rubbish that Lane has 
written in the daily press about health, just as some 
surgeons for a time accepted his untenable suggestions 
concerning intestinal kinks. Dr. Fishbein condemns the 
all or nothing policy in dietary as in all other medical 
matters. He asks his readers to be guided by facts dis- 
closed by scientific investigation and elucidated by careful 
observation of competent physicians. 

Eclectism, psycho-analysis, physical and electric treat- 
ment in turn are discussed. He is particularly severe in 
his treatment of Freud, Jung and the other leaders of 
what is known as psycho-analysis. In regard to electric 
treatment he discloses the many frauds that are perpet- 
rated by unscrupulous persons with little knowledge but 
much cunning, to the immense harm to the public. The 
author is great when he sifts evidence in the search for 
truth concerning matters like physical and _ electrical 
methods for the treatment of disease. The closing chapters 
on medical ethics and the physician of the future are 
philosophical and just. The author has avoided the many 
pitfalls; sometimes he deliberately chooses the middle path, 
when either extreme seems to savour of exaggeration or 
unwarranted assumption. He is intolerant of com- 
mercialism in medical practice; to him the medical prac- 
titioner is in duty bound to give his best service to the 
patient. He is a little fearful that the future with its 
emphasis on prevention may find the general practitioner 
unprepared, but he still has faith and much optimism. 
“The New Medical Follies,” like its fellow, is a book that 
should be read and reread by medical practitioners who 
care for the public weal. It should be read and reread by 
the public, for its author has the skill and happy knack of 
indicating how greatly the ignorant and the careless are 
being harmed by charlatans, faddists and medical prac- 
titioners who prostitute their profession and convert it 
into a money making venture. 





EPIDEMIOLOGY. 





Ix a study of “The Genesis of Epidemics’ Colonel C. A. 
Gill, after reviewing the theories, both ancient and 
modern, regarding the causation of epidemics and dis- 





1“The Genesis of Epidemics -_. the Natural History of 
Disease,” by Clifford Allchin Gill, R.C.S. (England), L.R.C.P. 
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cussing methods which have been adopted for carrying 
out epidemiological research, advocates the “quantum 
theory” of the nature of epidemicity. The view that 
epidemicity is inherent in the specific parasite is compared 
with the unitary hypothesis that all epidemic manifesta- 
tions are the outcome of an identical mechanism and 
after criticism of the former view, the latter is taken as 
a basis for the quantum theory. 

The author points out that the effect of the introduction 
of pathogenic organisms may be determined not only by 
the quantum of infection, but may vary also in accordance 
with the size and resistance of the host and assumes that 
the relationship between the infection quantum and 
immunity quantum explains all epidemical phenomena. 

Then follows a full and complete study of malaria in 
epidemic form as it occurs in the Punjab. Statistics 
regarding the morbidity and death rate of malaria, the 
rainfall and its relationship to temperature and humidity, 
the spleen rate as determined by the examination of street 
children, the seasonal prevalence of anophelines, the para- 
site rate as determined by the examination of blood and 
the effect of malaria on the birth rate, are all given full 
consideration and found to support the theory. 


It is pointed out that the theory evolved from this study 
of regional epidemics, when applied to localized epidemics, 
provides a means of explaining their distinctive 
phenomena. The collected data are then used in fore- 
casting for the different areas of the Punjab whether or 
not they will be subjected to an epidemic and those fore- 
casts prepared each year since 1921 have shown consider- 
able accuracy and it is held that this accuracy in prediction 
provides a crucial test of the validity of the theory. 

The author then proceeds to apply the theory to 
pandemic influenza with the object of determining whether 
it is capable of throwing light on the genesis of this 
disease. He concludes that after a worldwide outbreak the 
area where the disease remains endemic gradually con- 
tracts to the temperate zones and that the disease is 
probably always endemic in central Asia and possibly in 
Canada. With this contraction of the disease, the 
immunity acquired as the result of the preceding epidemic 
gradually declines, leaving a low immunity quantum. In 
the next preepidemic period there is a gradual increase 
in the infection quantum, as instanced by localized out- 
breaks and slight variations in type and the emergence 
of the epidemic in pandemic form is mainly dependent 
on suitable conditions of temperature and humidity 
favourable to the transmission of infection. 

He points out that though the hypothesis may explain 
adequately the genesis of pandemic influenza, other inter- 
pretations of the facts are possible and the truth of the 
hypothesis is not thereby established. 

In considering the Australian epidemic he concludes that 
certain endemic foci existed in the Southern Hemisphere 
and the epidemic was due to a recrudescence of the 
endemic disease apart from the additional introduction 
of the disease from without and that climatic conditions 
rather than a failure of the quarantine regulations 
determined the time of the emergence of the epidemic. 

The author next deals with plague in a manner similar 
to that used in discussing malaria and influenza and 
claims that a prima facie case has. been made out in 
favour of the view that the quantum theory is applicable 
in this disease. The effect of climate on the transmission 
factor and the manner in which it determines the 
periodicity, diffusibility, toxicity and intensity is well dis- 
cussed and provides a strong argument against the theory 
of enhanced virulence of the parasite. 

The book is divided into five parts and in the remaining 
three parts the author discusses the application of the 
quantum theory in general, the bionomics of disease and 
adds a few final reflections. 

Maps, charts and tables aid considerably in following 
the text. The author is inclined to reiteration and at 
times draws inferences which are diséussed in such a 
manner as to leave it difficult for the reader to decide 
those that are or are not reasonable. The work is a very 
complete and comprehensive study written by a man experi- 
enced in epidemiology and is well worth attention from 
those interested in this branch of medical science. 





MENTAL TESTS AND VOCATIONAL TRAINING. 


Fok some years past the endeavours of psychologists 
have been bent to the application of the data of mental 
tests to vocational guidance. A recent work, entitled 
“Mechanical Aptitude,” by John W. Cox, D.Sc., marks a 
further recent advance in this direction In psychology 
the factor of general intelligence has long been recognized, 
measured and utilized, special tests of clerical or office 
capacity have been successfully compiled, standardized 
teams of tests for engineering capacity have been worked 
out and the musical tests of Seashore have been applied 
successfully. The present work under review details the 
tests used and grounds for assuming a special type of 
capacity which the writer styles “mechanical aptitude” 
and designates briefly as “m.” 

Original work of much value in the same direction was 
carried out by J. L. Stenquist who elaborated the Stenquist 
mechanical tests. These consist of (i) performance tests 
utilizing constructional mechanical material and (ii) paper 
tests showing engineering pictures of mechanical parts 
which require answers concerning the relationship of 
various parts. The present author uses simple material, 
such as wheels, levers, chains et cetera, but the wholes 
have no counterpart in actual machines and the questions 
involved partake of the general nature of problems in 
mechanics. 

His tests were applied to various groups ranging from 
pupils in a commercial school to student mechanics in the 
Royal Air Force. The results of the test show according 
to the statistics of the tetrad-difference criterion and 
partial correlations the existence of “m” as a constant 
factor in these tests. The significance of this aptitude in 
reviewing vocational fitness must be carefully considered 
in the future in affording guidance to the young. 





ANAESTHESIA. 


THOSE who are interested in the practice of anesthesia 
will find much useful information in a “Handbook of 
Anesthetics” by Ross and Fairlie.? The aim of the 
anesthetist, as set out in the foreword by Professor Alexis 
Thomson, should be to secure a safe anesthesia and this 
aim is constantly in front of the authors in their teaching. 

The action of the various anesthetics on the functions 
of the body is fully dealt with. Shock and asphyxia are 
considered at length, together with their prevention and 
treatment. Anesthesia then, with all the commonly used 
drugs, is discussed in the ensuing pages, there being a 
special chapter on the choice of an anesthetic. The subject 
of anesthesia is rendered more complete by the description 
of local spinal and sacral anesthesia, the whole forming 
a concise account of the present teaching of anesthetics. 

As is to be expected, the chapters dealing with gaseous 
anesthesia are replete with descriptions and illustrations 
of elaborate apparatus; this perhaps cannot be obviated, 
but it is rather too full for a handbook. 

In the discussion of anesthesia by sequences of drugs, the 
authors state that they reluctantly abandoned the practice 
of induction with ethyl chloride and maintaining 
anesthesia with ether, the reason given being that they 
found after sickness increased by this method. It seems 
rather a pity to read this, as the method is probably the 
commonest in use and, provided that the use of ethyl 
chloride is reduced to a minimum, the amount of after 
sickness ensuing should not be greater than that following 
any other method. 

Again, many would question the usefulness of strychnine 
in syncope during anesthesia. 

The book is easily read, the subject matter well dis- 
cussed and apart from the minor points to which reference 
has been made the teaching is sound. The book should 
prove very useful to both student and practitioner. 





1 “Mechanical Aptitude: Its Existence, Nature and Measure- 


ment,” by John W. Cox, M.Sc.; London: Methuen and 
Company, Limited. Crown 8vo., pp. 222. Price: 7s. 6d. net. 

2 “Handbook of Anesthetics,” by J. Stuart Ross, M.B., Ch.B., 
F.R.C.S.E., and H. P. Fairlie, M.D.; Third Edition; 1929. 
Edinburgh: E. and S. Livingstone. Crown 8vo., pp. 355, with 
illustrations. Price: 8s. 6d. net. 
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Aviation and Medicine. 











In the dark days between 1914 and 1919 when 
the third limb of the defence forces was introduced, 
it was first recognized that there was a physio- 
logical aspect of aviation and that. this aspect was 
a very important one. Stability in the air was 
shown to depend not only on the structure of the 
aeroplane, on the reliability of the engines and on 
the meteorological conditions, but also on the 


psychic and bodily condition of the pilot in charge 


of the machine. In the course of time many problems | 


were investigated in order to determine the physio- 
logical requirements of ordinary and of stunt flying 
and to devise methods by which the suitable persons 
from the point of view of aviation could be dis- 
tinguished from the unsuitable. In 1919 the Medical 
Research Council published a valuable report on the 
sense of stability and balance in the air. Prior to 
this the otological reactions of men who had been 
in the air had been studied with care. There are 
many people who, although in good health, cannot 
travel on ships at sea without experiencing sea- 
sickness. It would be incorrect to speak of the 
pathology of sea-sickness ; indeed, it is open to doubt 
whether vomiting by a person on board a ship in a 
rough sea is a normal response to the peculiar con- 
ditions or whether it is an abnormal one. Similarly 
the man who reacts to flying by fainting or by being 
seized with attacks of giddiness or who vomits when 
the aeroplane traverses a rough or bumpy area, may 
be a normal person. It has been found that it is 
quite unsafe to permit men with abnormal vestibular 
reactions to become pilots. It has also been estab- 
lished that an attack of influenza may convert a 


safe flyer into an unsafe one. The task of testing 


men for air service demands a thorough understand- 
ing of otology and of the physiology of the auditory 





and vestibular apparatus, a considerable knowledge 
of psychology and a good general training as a 
physician. The work of testing further demands an 
intimate acquaintance with flying conditions and 
in consequence the air service medical officer should 
himself have flying experience. 

There is another medical aspect of flying to which 
Australians are now becoming accustomed. Through 
the wisdom and foresight of the Australian Inland 
Mission and the enterprising patriotism of Dr. K. 


| St. Vincent Welsh and Dr. J. Atcheson Spalding, 


a medical service has been established in the vast, 


sparsely populated area of northern central 
Australia where there is no resident medical prac- 
titioner. The flying doctor has proved himself a 


real godsend to the brave people in these outposts 


| who dare everything, the burning sun, the devastat- 


ing drought, the lack of ordinary comforts, the 
soul-killing isolation, to open up huge empty spaces 
and to translate them into habitable districts, pro- 
ductive and revenue producing. Medical aviation is 
an expedient that is changing the outlook of the 
inhabitants of these parts. Formerly aid in serious 
illness or dangerous injury was often absent and 
when it existed, it was unskilled and of the roughest 
kind. The possibility has now been given to these 
people for the flying doctor to reach them within a 


| relatively short time of the sending of a call for 


help and in certain circumstances for the transport 
by aeroplane of the patient to a town blessed with 
a small hospital and proper equipment. That this 
form of medical practice has come to stay need not 
be emphasized ; it is a self-evident proposition that 
the flying doctor has become a necessity. 

A third aspect of the association of medical 
activity and aviation has recently been brought to 
the public notice in a dramatic set of circumstances. 
When the Southern Cross was lost and search 
parties were sent out into the wilds of the Kimberley 
district, the Canberra, piloted by Captain Leslie 
Holden, with Dr. G. R. Hamilton as navigator, Mr. 
J. W. ‘Stannage as wireless operator and Mr, J. R. 
Mitchell as mechanic, made history in civil aero- 
nautics in Australia by covering over 9,000 miles 
of rough land, much of which had not been surveyed 
and mapped. Dr. Hamilton was prepared to render 














164 THE MEDICAL JOURNAL OF AUSTRALIA. 


medical aid, should the brave quartette be found 
injured or otherwise in need of the physician’s or 
surgeon’s assistance. On another page in this issue 
we publish a brief account of a lecture delivered 
by Dr. Hamilton, illustrated by the most fascinating 
still and moving pictures. That there was no need 
for the crew of the Canberra to risk a dangerous 
landing in the vicinity of the stranded Southern 
Cross makes no difference to the fact that a medical 
practitioner who had had ten years’ experience of 
flying, was available and willing to take the risks 
associated with the flight. Dr. Hamilton is not the 
only medical practitioner to whom the air has made 
an irresistible call. It is certain, however, that in 
the future the number of medical practitioners who 
have experience as young men in flying, will have to 


be relatively large. Those who have taken up 


aviation seriously are men of an adventurous spirit, © 


daring, fearless and imperturbable. They are all 
endowed with a quick response to external stimuli 
and are able to carry out muscular movements with- 
out any conscious mental effort. It is evident that 
flying has an enormous attraction to people endowed 
by Nature in the right way. The present day 
pioneers are making the air safe for the future 
generations and the medical profession is playing 
its part in this strangely valuable method of 


progression. 





Cutrent Comment. 





NERVOUS ILLNESS AND INDUSTRY. 





AmonG the many aspects of industrial hygiene 
the question of illness, particularly that due to 
occupation, plays an important part. An attempt is 
made to prevent illness due to occupation by the 
adequate protection of machines and individuals and 
by the careful selection of individuals for the several 
processes concerned. Illness of a general nature is 
guarded against by the careful provision of hygienic 
surroundings, by the early isolation and treatment 
of persons suffering from infective processes and by 
the inception of measures calculated to keep the 
employees fit. All employers of labour who study 


their employees, know and medical practitioners will 
realize at once, that bodily health is but one factor 
in the attitude and behaviour of the employee. The 
mental outlook, the temperament, has a pervading 
This is probably the most difficult to 


influence. 


Avueusr 38, 1929. 


| 


| handle of all the factors. On the one hand, Severity 
is often an injustice to those whose disability is of 
nervous or psychic origin, and on the other, too 
lenient or indulgent an attitude will react on the 
susceptibilities of the mentally weak and will be 
the occasion of stumbling to the knavishly inclined. 


in the light of some work done for the Industrial 
Fatigue Research Board.1 Working with May 
Smith, he has investigated over one thousand 
workers and students by a joint method, consisting 
of an interview in which character traits and 
nervous symptoms were sought, and of a test of 
performance on the McDougall-Schuster dotting 
machine. The test acted as a check on the result of 
the interview, for it was felt that the latter must 
always be influenced by the personal equation of 
the investigator. Subjects who revealed no symp- 
toms and who gave no impression of nervousness, 
were placed in the “naught” group; those with an 
isolated symptom were given one mark; with 
increasing number and severity of symptoms the 
marks were increased until five represented a con- 
dition judged to be urgently in need of treatment on 
account of interference with happiness or efficiency. 
Culpin states that those receiving an assessment of 
three or over are those “who make heavy weather 
of life” and are likely to become victims of nervous 
breakdown. He believes that nervous breakdown is 
equivalent to such occupational neuroses as miners’ 
nystagmus or telegraphists’ or writers’ cramp. Some 
interesting figures are published. In one establish- 
ment, described as Group “A,” 60% of employees 
were on the “naught” mark, 19% received an assess- 
ment of +1, 18% were +2 and 3% were +3. In this 
establishment the medical officers paid attention to 
the possibility of nervous illness and chose their 
employees accordingly. The result was that 84% of 
the employees said that they were satisfied with 
their jobs. The average number of days of sick leave 
per head per annum was 3°6 and the record of 
illnesses did not include any condition which could 
be regarded as having a nervous origin. In another 
establishment, Group “B,” in which there was no 
selection of employees, only 62% were satisfied with 
their jobs, but there was no excess of nervous 
troubles. Groups “C” and “D,” consisting of those 
doing routine clerical work, were very similar. Only 
584% and 643% were satisfied with their jobs. In 
these two groups 10% and 8% were on the +3 mark, 
6% and 3% were on the +4 mark and 1% and 
2% were on the +5 mark. The list of illnesses from 
one of these establishments (it is not stated which) 
showed that the average number of days of sick 
leave per head per anmim was 7:7 for men and 14:1 
for women. A record is given of the first twelve 
cases as an example of the kind of complaint from 
which the workers suffered. The preponderance of 
nervous conditions is evident, such diagnoses as 
nervous debility, general debility, nervous break- 
down and nervous overstrain appearing. Figures 








1The Journal of Industrial Hygiene, April, 1929. 





Millais Culpin has recently discussed this question . 
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obtained from a laundry were practically the same 
as those given for the groups already mentioned. 
Contentment was characteristic of this laundry, it 
was managed “on enlightened lines.” There is a 
complicating factor as far as the laundries are con- 
cerned and it is suggested that the absence of 
nervous illness among laundry workers was partly 
due to the fact that the laundry trade was pros- 
perous. As a result of this the possibility of dis- 
missal at a week’s notice is compensated for by the 
possibility of finding work easily. In a group of 
persons from an art school the figures were dif- 
ferent; 14:4% were assessed at +3, 9:0% at +4 and 
18% at +5. All these people with the “artistic 
temperament” were in fairly comfortable financial 
circumstances and were in occupations which they 
had selected in accordance with their own desires. 
It is concluded that the high assessments were due 
to the presence of subjects with obsessions. It is 
interesting to note that no significant statistical 
difference was found in the two sexes. 

In considering this work the first matter is the 
tests themselves. Culpin admits, as previously men- 
tioned, that the personal equation of the investigator 
is of importance. His statement in regard to the 
successful checking of results by the dotting 
machine must be accepted, although he gives no 
details to illustrate this point. Moreover, he has had 
experience in making observations of this kind, as 
is evidenced by his work on the psycho-neuroses and 
shell shock. The next point is that industrial 
hygiene is concerned not only with the providing of 
efficient workers for a given industry, but also with 
the comfort and happiness of the workers. It is not 
sufficient to determine a person’s output in the 
factory and, if this is found to be satisfactory, to go 
no further. Much work may be done under con- 
siderable nervous tension and as a result of the 
output of an excessive amount of nervous energy 
with the result that in the long run the worker will 
break down from overwork, though the amount of 
work produced has not been unusually large. 
Details of a case of this sort are given by Culpin. 
The worker was a woman, aged thirty-four years, 
who liked her work and said that she would not 
change it. She was afraid of being alone, she suf- 
fered from claustrophobia, she would not travel 
either by omnibus or train, she would not go out 
alone and so forth. All the time this woman’s work 
was satisfactory and her employers had no suspicion 
of her nervous state. This, it may be objected, is 
an extreme case. The woman’s nervous system was 
in an unstable condition, but the fact that she liked 
her work, could do it and did not wish to change it, 
showed that any extra time and trouble taken over 
her would be well spent. It is not necessary to refer 
to any other instances given by Culpin in which 
the nervousness tended to masquerade under the 
cloak of physical disease. Medical practitioners 
know this type only too well. Culpin makes a dis- 
tinction between nervous symptoms and nervous 
disability and states that the’ whole difficulty lies 
in this distinction. 











In regard to the measures which should be under- 
taken to deal with nervous conditions in industry, 
it must first be emphasized that persons of nervous 
temperament should not be allowed to undertake 
work for which they are not fitted. The Group “A” 
referred to by Culpin exemplifies the results which 
may be obtained. Under ideal conditions every 
worker would be selected for each industry and it 
is safe to conclude that there would be left a not 
inconsiderable number of persons who would appar- 
ently not fit in anywhere. In these circumstances 
these individuals would have to be allotted to those 
industries which were least productive of nerve 
strain. When persons of nervous temperament are 
employed, it will be necessary to obtain the right 
combination of sympathy and firmness. Lack of 
discipline will add to the neuroses of unstable 
persons and undue restrictions will have the same 
effect. A great deal may be done by giving workers 
an interest in their jobs. 





“BACILLUS WELCHII ANAEMIA. 





ATTENTION was drawn in 1925 by L. Moench, 
J. C. Torrey and M. C. Kahn to the finding of an 
abnormal number of Bacilli welchii in the stools of 
patients with pernicious anemia. It has also been 
shown that a transitory anemia with a blood picture 
of the Addisonian type can be produced in monkeys 
by the intravenous injection of Bacillus welchii 
toxin. Kahn and Torrey also reported in 1927 
absorption of this toxin from the gastro-intestinal 
tract of monkeys in the mucous membrane of which 
a catarrhal inflammation had been induced. They 
have recently carried out further experiments by 
the single inoculation of Bacillus welchii toxin into 
the bone marrow of the rabbit and the monkey.' 
The result of inoculation was a degeneration of the 
cellular elements of the marrow and anemia.’ The 
fat cells of the marrow were affected first and later 
the marrow cells and erythrocyte forming cells. 
The changes began immediately after inoculation 
and were noticed in the marrow of bones in distant 
parts within twenty-four hours. Control inocula- 
tions were made and it was seen that the results 
were due to the toxin and not to the medium. Intra- 
venous inoculation did not have the same effect; 
immunity developed and the process was arrested. 
Liver extract given to animals with the type of 
anemia described, results in recovery and Torrey 
and Kahn suggest that the method of inoculation 
described by them will be useful in the standardi- 
zation of liver extracts. This would of course be 
useful. Of greater importance, however, is the pos- 
sibility of Bacillus welchii being concerned in the 
causation of pernicious anemia. This disease is 
almost certainly due to a microorganism and the 
work of Torrey and Kahn will be useful to those 
who are investigating Bacillus welchii in_ this 
connexion. cee 





1The American Journal of Pathology, March, 1929. 
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Abstracts from Current 
Medical Literature. 


THERAPEUTICS. 





Quinidine. 

J. C. BRAMWELL anpD R. Exuis (The 
Lancet, November 10, 1928) report the 
ultimate results of quinidine therapy 
in auricular fibrillation in twenty- 
seven patients. Auricular fibrillation 
in thyreotoxicosis responds well to 
quinidine when the toxic cause has 
been removed and that variety is not 
included in the authors’ report. Of 
twenty-seven patients studied seven 
acquired and maintained normal 
rhythm for five years and two for two 
years, five relapsed to fibrillation, 
eight did not respond to treatment and 
five died. The fibrotic group (without 
a rheumatic history) responded 
slightly better than the rheumatic 
group. The patients were able to lead 
a more normal life after restoration to 
normal heart rhythm. Toxic symp- 
toms such as tachycardia, severe pal- 
pitation, acute heart failure and 
cerebral symptoms have been reported. 
Quinidine is not always responsible 
for these symptoms, nor is it always 
the cause of embolism when that 
accident occurs. Ventricular fibrilla- 
tion and sudden death are extremely 
rare and not necessarily due to this 
drug. Paroxysmal auricular fibrilla- 
tion has not been considered in this 
group. The method used now is first 
of all to digitalize the patients fully 
and then to give 0:2 gramme of 
quinidine to exclude the possibility of 
idiosyncrasy to the drug, twenty-four 
heurs later 0-4 gramme is given and 
repeated every two hours for five 
doses. If sinus rhythm is not restored, 
another five doses are given on each 
of the two succeeding days. If relapse 
occurs, 0-4 gramme is given daily for 
six weeks and 0-2 gramme for the 
next two or three months. If no 
relapse oecurs, quinidine is not con- 
tinued after normal rhythm has been 
restored. 


Sulphocyanate of Soda. 

A. G. SmiTH anp R. D. Rupotr (The 
Canadian Medical Association Journal, 
September, 1928) has discussed the use 
of sulphocyanate of soda in patients 
with high blood pressure. This sub- 
stance is an alkaline white crystalline 
body, freely soluble in water and 
alcohol. Daily doses of one gramme 
(fifteen grains) are tolerated over a 
period of three weeks with no un- 
toward effects. The lethal dose in man 
is over two grammes (thirty grains). 
The drug is excreted in the saliva, 
urine and feces. It lowers the blood 
pressure in normal individuals and in 
those whose blood pressure is in- 
creased; its mode of action is uncer- 
tain. It is said to be stored in the 
liver. Six persons with normal blood 
pressure were given 0-3 gramme (five 
grains) of the drug in water thrice 
daily for one week; the blood pressure 
(systolic) fell 15 to 30 millimetres of 
mercury without any symptoms. The 





normal pressure was regained in one 
to nine weeks. Seventy patients with 
high blood pressure, uncomplicated by 
inflammatory conditions, cardiac 
failure or severe kidney disease, were 
given 0-3 gramme (five grains) of the 
drug thrice daily in water after food; 
the blood pressure was recorded daily. 
It fell 20 to 80 millimetres (systolic) 
in two to seven days. In two patients 
with a fall of 60 and 80 millimetres 
respectively, there was weakness, 
fatigue and nausea. These symptoms 
lasted six days after the drug was 
withheld; the pressure returned to its 
original level within six weeks; head- 
ache, hot flushes and nervousness were 
relieved; a sedative effect was noted. 
Twenty out-patients whose blood pres- 
sure varied from 160 millimetres to 300 
millimetres were given 0-3 gramme 
(five grains) of the drug twice a day 
until a fall of 20 to 30 millimetres 


was noted; three to seven days’ rest’ 


was then allowed before treatment was 
continued. Four patients felt some 
lassitude and in two the fall in blood 
pressure lasted only two to five days. 
Ten patients were relieved of head- 
ache and giddiness. In some the pres- 
sure was lowered by as much as 100 
millimetres and no further medication 
was required for two to eight weeks. 
The heart rate and pulse rate appeared 
to be uninfluenced by the drug. Forty 
patients were given 0:3 gramme (five 
grains) every day or 0-15 gramme 
(two and a half grains) twice daily; 
four of these had moderate arterio- 
sclerosis, the blood pressure fell 30 
millimetres on an average and two of 
these patients were relieved of head- 
ache. Those remaining had high blood 
pressure not associated with renal dis- 
ease or obvious arterial degeneration; 
all had a lower blood pressure and a 
diminution of symptoms in eight to 
fourteen days. 


Diet and Theophylline. 


F. M. SmiruH (The Journal of the 
American Medical Association, October 
27, 1928) has discussed the value of 
diet and theophylline in cardiac 
failure. In all types of cardiac failure 
a definite improvement often has fol- 
lowed the use of a diet consisting of 
milk, cream, butter, eggs, purée of 
vegetables and fruit and cooked 
cereals, with the addition of dextrin- 
maltose, dextrose or lactose. The 
sugar was thought to promote diuresis. 
The fluid intake was confined to 1,500 
cubic centimetres in cedematous pa- 
tients. Theophylline 0-12 or 0-18 
gramme (two or three grains) given 
three times a day by mouth (in cap- 
sules) after meals proved a more potent 
diuretic than other substances, in- 
cluding theobromine-sodium salicylate 
and it was thought to aid the coronary 
circulation. Its effects were especially 
noted in the arteriosclerotic type of 
heart disease with congestive failure. 
Gastro-intestinal irritation and abdom- 
inal pain were rare, even when the 
drug was continued after discharge of 
patients from hospital. These results 
were attributed to the small doses used. 





a e 


Theophyiline-Ethylenediamine. 


J. H. Musser (The Journal of the 
American Medical Association, October 
27, 1928) has discussed the use of 
theophylline-ethylenediamine in heart 
disease associated with pain. This drug 
is a combination of theophylline 73% 
and ethylenediamine 22%; the action 
of the latter is slightly narcotic. 
Theophylline is one of the xanthine 
derivatives; it stimulates the heart, 
causes vasodilatation and has a di- 
uretic effect. It dilates the coronary 
arteries also and the combination, 
theophylline-ethylenediamine, has been 
shown to increase the rate of perfusion 
of the intact heart from 40% to 90% 
independently of the accelerated heart 
action. Cardiac pain may be due to 
fatigue in chronic hypertension, 
valvular heart disease or disturbed 
rhythm; it may be paroxysmal, as in 
angina pectoris or intensely severe, as 
in coronary thrombosis. Pain in all 
these conditions is probably due to 
cardiac anemia, it being well known 
that insufficient blood supply to a 
functioning muscle causes pain. The 
author gives the histories of twenty 
patients in whom cardiac pain due to 
hypertension, angina pectoris or coron- 
ary thrombosis was relieved by the ad- 
ministration of theophylline-ethylene- 
diamine over a period of weeks or 
months. As a rule the _ beneficial 
effects were noted within a few days. 
Doses of 0-1 or 0:2 gramme were given 
three times a day by mouth. In the 
hypertensive patients falls of blood 
pressure were noted as a rule, co- 
incident with the relief of symptoms. 
In cardiac failure of the congestive 
type the addition of theophylline- 
ethylenediamine was found to assist 
the action of digitalis, when the 
patients were at rest in bed. The most 
notable relief from pain was found in 
angina pectoris. 


The Treatment of Patients with Low 
Blood Pressure. 


E. N. CHAMBERLAIN (The Lancet, 
April 27, 1929) states that hypotension 
may be said to exist when the systolic 
blood pressure falls below 110 milli- 
metres of mercury. He divides the 
patients with low blood pressure into 
three groups: (i) those requiring no 
treatment, (ii) those in whom treat- 
ment is usually unavailing, (iii) those 
in whom treatment is requisite and 
usually attended with success. In the 
first group are found healthy people, 
frequently athletes. The second group 
includes those with statis lymphaticus 
and certain types of neurasthenia. The 
patients in the third group fall into 
two classes, first those in whom treat- 
ment is required owing to such con- 
ditions as hemorrhage or shock, and 
secondly those in whom hypotension 
is one of several symptoms requiring 
attention. The low blood pressure of 
shock or hemorrhage is largely due 
to diminution of circulating fluid 
either through capillary stasis or 
through direct loss of blood. The 
treatment, therefore, consists in re- 
placing the fluid lost by various means. 
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In combating the hypotension of 
anaphylaxis, the hypodermic use of 
adrenalin is beneficial. A fall of 
plood pressure during general or spinal 
anesthesia should be treated on the 
game lines as in shock. The condi- 
tions. in which hypotension is less 
urgently in need of treatment, include 
cardiac affections, acute and chronic 
toxemias and various endocrine dis- 
orders. A sudden fall of pressure in a 
patient with hypertension usually 
portends serious heart failure and 
should be treated by means of rest 
and warmth and digitalis. In auricu- 
lar fibrillation with low tension, the 
correct administration of digitalis may 
restore the pressure to normal. 
Bradycardia is often accompanied by 
hypotension, especially in patients 
with Stokes-Adams seizures. Adrenalin 
hydrochloride may be given hypo- 
dermically with benefit. In acute in- 
fections hypotension is usually due to 


a combination of two factors, myo- 
cardial weakness and vasomotor 
paresis. In the treatment of the myo- 


cardial weakness ample rest in bed 
is essential. Digitalis may be of value. 
The loss of vasomotor tone may be 
combated by carefully graduated exer- 
cises and massage. Strychnine and 
adrenalin are useful vasomotor stimu- 
lants. The diet should be full and 
nutritious with an abundance of milk, 
eggs and cream. As low blood pres- 
sure oecurs very frequently in pulmon- 
ary tuberculosis, a careful search 
should be made for signs of this dis- 
ease in patients with persistently low 
blood pressure. Foci of infection 
should be eradicated in chronic in- 
fections accompanied by hypotension. 
Of the endocrine disorders accom- 
panied by hypotension, Addison’s dis- 
ease is the classical example. Treat- 
ment by whole gland suprarenal by 
mouth and by subcutaneous injection 
of adrenalin does not give very satis- 


factory results. Some pituitary dis- | 


orders are accompanied by hypo- 
tension and are treated by means of 
whole gland pituitary extract by 
mouth and intramuscular injections of 
pituitrin. Ephredine in doses of 0-015 
gramme (a quarter of a grain), given 
every three hours for several days, is 
of value in postural hypotension. 


NEUROLOGY. 





Sino-venous Encephalography. 

SicarD, HAGUENAU AND WALLICH 
(Revue Neurologique, December, 1927), 
disapproving of the intraventricular 
injection of air (Dandy) and finding 
the injection of “Lipiodol,’ whether 
into the lateral ventricles or into the 
carotid arteries dangerous, suggest the 
injection of “Lipiodol” by way of the 
venous sinuses as a safe help to radio- 
graphy in the localization of cerebral 
tumours. The superior longitudinal 
sinus is the chosen channel. Under 
local anesthesia a small trephine open- 
ing is made over this sinus at the ver- 
tex of the head, in the middle line. The 
wound so made is allowed to heal when 











it becomes an easy matter to inject the 
“Lipiodol.” The dose is four to five 
cubic centimetres and the performance 
takes place on the radiographic table 
with the patient’s head lowered and 
the jugular veins compressed. The 
superior longitudinal, lateral, superior 
petrosal and perhaps the cavernous 
sinuses may be outlined. So far this 
method has been tried only in patients 
with general paralysis. 


Optic Atrophy and Ataxia. 


Frercus R. FeragusoN AND MACDONALD 
CritcHLEY (Journal of Neurology and 
Psychopathology, October, 1928) first 
acknowledge that the clinical picture 
of Leber’s disease is generally well 
defined, comprising as it does a 
heredo-familial type of optic atrophy, 
arising about the age of puberty and 
equally affecting males and females, 
although transmitted through the 
females alone. 


| 





They also realize that | 


the disease usually breeds true. They | 


submit this paper, however, to indi- 
cate what is perhaps an atypical 
variety of the disease wherein positive 
neurological signs are added to the 
optic atrophy. In the family investi- 
gated, four out of five children 
developed optic atrophy, in two this 


was uncomplicated, in one there was | 
epilepsy and imbecility and in an- | 


other the features of hereditary ataxia 
were presented. The emerging con- 
ception is that Leber’s disease is a 
familial abiotrophy of the optic nerve 
which in rare instances may be 
attended by degeneration in other 
parts of the nervous system. 


’ The Use of “Tryparsamide’”’ in 
Paresis and Tabo-Paresis. 

E. C. Menzirs (The 

Medical Association Journal, 


| 


Canadian | 
March, | 


1929) reviews the records of forty-one | 


patients suffering from cerebro-spinal 
luetic disease treated with “Tryparsa- 
mide” between May, 1923, and May, 
1925. The group reviewed comprised 
chiefly general paretics. At least four 
years had elapsed in all instances since 
the termination of treatment. Of the 
forty-one patients, ten were dis- 
charged, fourteen were still living 
with mental degeneration so advanced 


as to’ preclude the possibility of enter- | 


ing active life again and the remain- 
ing seventeen were dead. Various 
laboratory tests were performed on 
the patients from time to time. These 
tests consisted of the Wassermann test 
on the blood and the following inves- 
tigations of the cerebro-spinal fluid, 
Wassermann test, gold sol test, cell 
count and examination for globulin 
and albumin content. While “Try- 
parsamide” did not succeed in keep- 
ing the serum from reacting in any 
of the ten patients who were dis- 
charged, it effected a definite and 
permanent improvement in the various 
examinations in every instance. As a 
preliminary to treatment, the fundi 
oculorum were examined and if pos- 
sible the fields of vision were deter- 
mined. The danger of optic atrophy 
is very real and for practical pur- 
poses the slightest pallor of the disc 
or the smallest contraction of the field 





of vision is considered to be a contra- 


indication to the use of “Tryparsa- 
mide.” The dose of “Tryparsamide” 
given was three grammes by the intra- 
venous route. The “Tryparsamide” 
was given once a week, as was also 
0-06 gramme (one grain) of mercury 
salicylate. Since completing this 
series the author has used bismuth 
instead of mercury and he considers 
the results are better. The average 
number of injections used was thirty- 
five. The duration of the course with 
the necessary rest periods was well 
over a year. ‘The ocular tests were 
repeated every three weeks. The 
author lays stress on the necessity for 
using small intravenous and lumbar 
puncture needles. With regard to the 
results of treatment, the improvement 
in the mental condition was always 
secondary to physical betterment. 
This is apparently due to the tonic 
action of the arsenic rather than to 
the spirochsticidal properties of the 
drug. Frequently an exacerbation of 
the symptoms occurs with the first two 
or three injections. The results in 
tabes have been disappointing, especi- 
ally in the relief of pain. Malarial 
treatment gives better results in this 
condition. “Tryparsamide” is a great 
improvement on “Salvarsan’” for 
cerebro-spinal syphilis. The author 
concludes after six years’ experience 
that “Tryparsamide” should be used 
when the patient’s physical condition 
is too poor to stand malarial treat- 
ment and also following malarial 
treatment, except in tabetic patients 
whose crises are very severe. 


Mind Blindness. 

P. ScHUSTER AND H.- TATERKA 
(Deutscher Zeitschrift fiir Nervenheil- 
kunde, September, 1928) give an 
account of five personally observed 
examples of that variety of agnosia 
called mind blindness. Four of the 
patients presented definite hemianopia, 
in the fifth it was probable; otherwise 
vision was normal. Disorientation in 
space was a feature and more pro- 
nounced when the patient was under 
test than in his usual activities. The 
actual mind blindness was demon- 
strated by the failure to recognize or 
to know the use of simple objects 
such as a fork, glove or watch placed 
before them. Nor could they recognize 
drawings of similar objects and, of 
course, complicated pictures were 
more confusing. One patient always 


failed to recognize his physician. 
Withal vision was not at fault, 
because the shape, colour, metallic 


nature and shine of a watch could be 
described, although its name and use 
were not forthcoming. As proving the 
mental fault, it was extraordinary 
when the patient was told that the 
object was a watch, how quickly the 
same was forgotten. In all the patients 
there was some measure of tactile 
agnosia (inability to name objects by 
touch). Motor apraxia was not present. 
It was shown by autopsy in all five cases 
that lesions were present in approxi- 
mately the same region and all in the 
left hemisphere, cuneus, area calcarina, 
gyrus fusiformis and gyrus lingualis. 
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British Medical Association Mews. 


SCIENTIFIC. 





A MEETING OF THE QUEENSLAND BRANCH OF THE BRITISH 
MEpIcAL ASssocIATION was held at the B.M.A. Building, 
Adelaide Street, Brisbane, on March 1, 1929, Dr. Mervyn 
PATTERSON, the President, in the chair. 


Plumbism. 


Dr. J. LockHart Gipson showed a patient who was 
suffering from acute ocular and other plumbism. He said 
that he had seen the patient (Miss J.) for the first time 
not four weeks previously. She had been referred to 
him by Dr. G. P. Dixon on account of her eyes. She was 
nineteen years of age. When she was three years old, 
she had suffered from an acute attack of paralysis of both 
lower and both upper limbs accompanied by blindness of 
both eyes and pronounced internal squint. She had been 
confined to bed because she could not walk. She had 
suffered, as far as could be judged from a lay history, 
from double foot drop and double wrist drop. The illness 
had been called infantile paralysis. 


She had recovered from the paralysis of her arms and 
legs. The squint had persisted. One eye had recovered 
sight, the other had remained blind. He gathered from 
the history that its blindness was supposed to be amblyopia 
from error of refraction. The girl herself appeared to be 
in good health and quite intelligent. Her urine did not 
contain albumin. There was abundant powdery lead on 
the veranda railings and fences of her home and immedi- 
ately prior to her illness she had been playing at a 
neighbour’s house which was being painted. She had 
always bitten her nails and as a child had carried her 
hands much to her mouth. 

The state of the child’s eyes together with her history 
enabled a definite clinical diagnosis of acute plumbism 
to be made, sixteen years after the illness. He was show- 
ing the patient chiefly because he thought her condition 
would interest physicians and because it demonstrated 
that the girl as a child had lost the sight of one eye and 
had nearly lost the sight of the other from an entirely 
preventible cause in the first place and further, from a 
condition which could have been prevented from causing 
blindness by prompt treatment. 

She had been saved from more serious effects by the 
fortunate circumstance that she became too ill to be up 
and about and had therefore to discontinue the ingestion 
of lead. She had been removed from her home when able 
to leave her bed. The right eye was blind except that it 
could just see fingers in the temporal field. The left eye 
saw some of °/;. The right eye had complete post- 
papilledemic atrophy with eroded margins of the disc and 
there was evidence in the retina between the disc and 
the macula that there had been edema of the retina in 
the past. The left eye had partial post-papilledemic 
atrophy with eroded edges and a few fine cracks in the 
retina between the disc and the macula, such as he had 
described in cases of acute ocular plumbism as a result 
of edema of the retina. He would like to point out that 
the right eye was blind because increased intracranial 
tension caused by irritation of the chorioid plexus induced 
papilledema and made it so. The atrophy was not a 
primary atrophy. The left eye was blind for a time from 
the same cause, but it had fortunately recovered vision. 
Its disc demonstrated that it suffered from papilledema 
and now showed distinct post-papilledemic atrophy and not 
primary atrophy. The vision was good and the fields were 
good, but the blind spot was slightly larger than natural. 
This eye had only just escaped being blind like the right 
eye. The variety of paralysis did not suggest infantile 
paralysis. Infantile paralysis was not accompanied by 
increased intracranial tension and by papilledema. It 
could not have been tuberculous meningitis nor cerebral 
tumour nor gummatous meningitis. It could not have 
been inflammatory encephalitis. It corresponded to the 


cases they had described as acute plumbism and the ocular 
signs corresponded exactly to those described by him (Dr. 
Gibson) as acute ocular plumbism and proved to be so. 


The blind eye was divergent, although its first state 
was marked convergence owing to paralysis of its external 
rectus. In his experience a blind eye more often turned 
out than in. The squint had been operated upon, the 
| patient told him, for external strabismus some five years 
| previously with partial correction. ‘ 

Any of those present could convince himself of the 
nature of the atrophy in each eye and if some at least 
of the physicians would do so, he would be glad and the 
patient would recognize that she had not been put to the 
trouble of coming there without advantage to them. 


Pathological Demonstration. 


Dr. J. V. Dune showed a heart which was affected by 
syphilitic aortitis, aortic aneurysm, complete obliterative 
endarteritis of the pulmonary artery and rigidity and 
stenosis of the mitral valve causing complete left put- 
monary hemorrhagic infarction and multiple hemorrhagic 
infarcts of the left lung. 

The specimen had been obtained from the body of a 
female patient, aged forty-seven years, married, who had 
been admitted to hospital on December 11, 1928. She had 
complained of neuralgia of the head and neck for five 
months and of difficulty in swallowing for three to four 
weeks. She had suffered from measles and mumps and 
from enteric fever twenty-six years previously. The voice 
had changed, but was not abolished. She had complained 
of a dragging feeling, but of no pain in the throat. She 
had eaten and slept badly and had been constipated. 

Examination by the resident medical officer had revealed 
an increase in the knee jerks and an extensor response to 
the plantar reflex. A provisional diagnosis of paralysis 
of the recurrent laryngeal nerve had been made. On the 
day of admission an X ray examination had been made, 
but neither mediastinal tumour nor evidence of tuber- 
culosis had been found. A Wassermann test had yielded 
a “++++’ response. She had constantly complained of 
tightness in the throat and of difficulty in swallowing food, 
especially fluids. She had had an intractable cough. Anti- 
syphilitic treatment had been instituted. On December 17, 
1928, an examination had been made by a consultant who 
was asked for an opinion in regard to the presence of 
tuberculosis. He had reported that beyond the presence 
of an ordinary cold the chest appeared normal. On January 
17, 1929, the right arm had become swollen and painful. 
On February 5, 1929, the patient had slept well until 2.45 
a.m. She had then sat upright and had vomited bright 
red and frothy blood. The pulse had been imperceptible, 
the respiration shallow and gasping. The patient had 
died at 3.20 a.m. 

At post mortem examination the left lung had been found 
closely congested and the right lung had contained discrete 
patches of congestion about four centimetres in diameter. 
The appearances were those of complete hemorrhagic 
infarction on the left side and of multiple small hemor- 
rhagic infarcts on the right. A sacular aneurysm of the 
ascending and transverse aorta had been found with 
typically wrinkled areas of syphilitic aortitis. A large 
ante mortem thrombus had completely filled the pulmonary 
artery and its left branch. Complete syphilitic obliterative 
endarteritis of the pulmonary artery was present. There 
was a rigid stenosis of the mitral valve which had prob- 
ably contributed to the pulmonary infarction. 

The second specimen shown by Dr. Duhig was a heart 
with mitral endocarditis. The specimen was from a 
female, aged twenty-three, single, who had been admitted 
to hospital on December 6, 1928. She had complained of 
pains in the stomach, sick feeling, shivers and sweats. 
She had suffered from rheumatic fever two years previ- 
ously. On examination a systolic heart murmur had been 
audible in all areas. The spleen had been large, but the 
liver had not been tender. Hemorrhagic spots had been 
present on both legs. A provisional diagnosis of subacute 
bacterial endocarditis had been made. Subsequently blood 
culture had yielded a streptococcus. No reaction had been 
obtained to the Wassermann test. Pronounced secondary 
anemia had occurred and the patient had died suddenly 
on February 6, 1929, after a rigor and sudden paresis of 
the right arm. 

Post mortem examination had revealed a flabby and 





pear-shaped heart. The left ventricle was dilated, but 
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not hypertrophied. The mitral valve was incompetent 
and both segments had large vegetation all round their 
edges. Broth cultures had been made from these and on 
February 10, 1929, a streptococcus, identical with that 
recovered on blood culture, had been isolated. The 
organism was a small coccus occurring in chains of four 
to eight. In broth there were discrete small clumps, more 
granular than flocculent and mostly sedimented, but with 
a few colonies adherent to the side of the tube. On agar 
there had been a smooth, sticky growth of minute trans- 
parent colonies. On blood agar there had been a green 
colour formation both in the surface and subsurface 
growths. The organism fermented glucose, lactose and 
mannite, but not inulin. It had been identified as 
Streptococcus salivarius (Holman), a variety of the green 
producing streptococci. 


Radium and Cancer. 

Dr. R. GRAHAM Brown showed a series of photographs 
illustrating different phases of seven cases of cancer of the 
lower lip and one of cancer of the anterior third of the 
tongue. He also showed a photograph of multiple basal 
carcinomata of the neck which had become an ordinary 
squamous carcinoma and one of very extensive basal celled 
carcinoma of face. All of these had been treated by radium 
needle radiation. 

One patient with cancer of the face and two with cancer 
of the lip had been treated by extensive X ray radiation 
with no improvement, before radium had been used. One 
patient, the one with multiple basal carcinoma of the 
neck, had been treated with surgical diathermy and the 
tumour had been converted into an ordinary squamous 
carcinoma. All the patients manifested immediate and 
excellent results to radium radiation. 

The lip cancers included one of hyperkeratosis in which 
a snipping demonstrated a fibro-endotheliomatous condition 
below the hyperkeratosis and another was a very big 
recurrence involving the whole of lower lip and cheek, 
which was fixed to the superior maxilla and the mandible. 
Recurrence had taken place five years after surgical 
removal of the primary growth of the lip and block 
dissection of neck on the same side. In this instance deep 
X ray treatment had been persisted in with no effect. 
The improvement had been most pronounced and most 
rapid following the insertion of radium needles. Another 
growth was a scirrhous type of cancer of lip which had 
resisted X ray radiation, but which had promptly disap- 
peared under radium needle radiation. The technique used 
for the implanting of the needles was that of Regaud 
(Paris) and Douglas Harmer (London) in which needles 
of unit strength were used and are spaced at two centi- 
metres distance. The needles were of 0:5 millimetre 
platinum screening and contained 0-5 and 1:0 milligramme 
radium salt. 

Dr. Graham Brown said that while in the cases demon- 
strated the treatment by radium showed excellent results 
where treatment by X ray radiation had failed, it some- 
times (though rarely) happened that X rays produced 
improvement after radium had failed. Three of the growths 
illustrated had been considered altogether inoperable, so 
extensive was the growth. 

It was suggested that radium had now supplanted the 
mutilating operations by the knife in cases of cancer. of 
the tongue and lip. 


Chronic Nephritis. 

Dr. D. Girrorp Croti read a paper entitled: “The 
Incidence of Chronic Nephritis Amongst Young People in 
Queensland” (see page 144). 

Dr. L. J. J. Nye read a paper entitled “An Investigation 
of the Extraordinary Incidence of Chronic Nephritis in 
Young People in Queensland” (see page 145). 

Dr. C. A. THELANDER said that he felt honoured in being 
asked to open a discussion on papers such as had been 
read that evening. He felt it was an aeknowledgement 
of the interest he had had for many years in the mani- 
festations of plumbism in Brisbane. 

Dr. Croll’s paper statistically was a very excellent sum- 
mary and he felt that it demanded further investigation. 
Dr. Nye’s paper was also a masterpiece and would be 








appreciated by all. He felt it a privilege to move a vote of 
thanks to the lecturers. 

Dr. Thelander was struck by certain facts. In the first 
place the patients studied were all unfortunately in prac- 
tically the terminal stages of nephritis and the disease 
had been missed in the stage in which it might possibly 
have been treated. The question of the etiology of 
nephritis was very important. The disease was shown to 
be very prevalent in Brisbane, and surely here preventive 
medicine was necessary. In such an attack on the health 
of the community there must be a scientific study of the 
etiology of the disease and this was of more importance 
than the various measures of treatment of nephritis and 
methods, foredoomed to failure by late recognition, which 
were suggested for nephritis. In the second place in regard 
to the absorption of lead in Brisbane, in the cases reported 
by Dr. Nye the incidence of plumbism was very con- 
vincing and the figures quoted showed the number of 
cases exceeded those in other States. Lead acted quietly 
and slowly and if there were a large number of cases 
beyond doubt due to lead, probably there was a much 
larger number of cases in which the clinical features were 
not observed and the conditions not diagnosed as due to 
lead. This was suggested in Dr. Croll’s statistics. Many 
children might suffer from foot and wrist drop to a less 
degree than was recognized by a medical practitioner and 
probably many were classed as suffering from infantile 
paralysis. In other cases the paralysis could not be 
detected. 

Often the only evidence of foot drop might be in the 
mother’s saying that “Jimmy always kicks the toes off his 
boots,’”’ when examination would reveal slight foot drop 
which would never be brought for treatment. One symp- 
tom of lead might be present and not others. 

Dr. Thelander was sorry that Dr. Nye had not had 
time to finalise the diagnosis by showing the presence of 
lead in the system. If this were done and lead could be 
shown being excreted by the patient while none was being 
ingested, the diagnosis would be clinched. The well known 
test of lead in the urine was not dependable, as frequently 
lead was not present for a long period and then would be 
present over a period. Mr. Henderson, the Government 
Analyst, had confirmed this and one examination of the 
urine did not decide the matter. , 

Dr. Thelander gave the figures in a series of cases in 
which he had used the deionization process for the elimina- 
tion and test for the presence of lead. All vessels and 
materials had been checked to the satisfaction of Dr. 
Thelander, Mr. Henderson and Mr. Chater and they were 
quite satisfied that the lead deposited on the plate was 
from the patient. Negative control results had been 
recorded also, to show the purity of the reagents. The 
average deposit was about 0-3 or 0:4 milligramme, but 
1-8 and 4:8 milligrammes had been recorded. This was 
very important because it showed that if the process was 
correct, here was a ready method for recognizing the 
presence of lead in the body fluids. In some cases there 
had been no lead found on testing the urine and a positive 
response to the deionization test. In nearly all the patients 
there had been no chance of significant lead ingestion over 
a period of years. 

Then came the question, if the patient had absorbed 
lead, whether he should be treated by elimination or 
storage. If one could be sure that lead could be stored 
in the bones and could guarantee that it would not be 
eliminated through the kidneys, then that might be the 
best method. It seemed, however, well nigh impossible. 

Failing this assurance, it seemed necessary (i) to 
accelerate elimination and (ii) to avoid elimination by the 
kidneys. If the deionization process were efficient, it was 
probably the ideal method of elimination; but its efficiency 
varied so much that there was probably much to learn 
about‘it. In patients with nephritis with a history or other 
indications of plumbism it was surely wrong to treat with- 
out regard to the factor of its presence. 

Dr. Thelander’s routine was to give potassium iodide 
while collecting the urine for examination. 

The papers read had established the fact that the absorp- 
tion of lead in Queensland and particularly in Brisbane was 
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very important. The question must be faced and the 
papers presented had brought the matter to a head. 


Dr. S. F. McDona.p said that he had the greatest pleasure 
in seconding the vote of thanks. The papers to which 
they had listened had a value quite out of the ordinary, 
firstly because they were original work and secondly 
because they dealt with a condition of everyday work and 
of immense and tragic importance. To two points only 
would he refer. One was the importance of the recognition 
of the minor degrees of plumbism—the formes frustres. 
It was, he believed, Dr. J. L. Selwood who had first 
recognized, during the course of school inspections, the 
frequency of this form and that many of those mild forms 
presented little beyond anemia, dulness and basophilia. 
Often tonsils and adenoids were removed with little or 
no effect. Of course every child with basophilia was not 
necessarily suffering from plumbism and this point had 
been overdone, but the presence of high grade basophilia 
was a most important sign. The practical point was that 
in these minor forms the medical treatment was of far 
less importance than the prevention of further lead 
absorption. 


In the second place he wished to stress the importance 
of the point made by Dr. Nye, that of the renal efficiency 
tests. Just as in an optical instrument like the eye 
optical methods of study were essential, so in a chemical 
organ like the kidney, chemical methods were essential. 
One test in particular was still wanted, one to show 
whether the condition was a genuine nephritis or merely 
a simple albuminuria in a child below par. To do 
anything for these children it was essential to get to work 
long before the stage of kidney inefficiency had been 
reached. Dr. McDonald referred to a patient seen some 
seven years previously, apparently a definite nephritic. The 
patient was now found to be a normal healthy young 
man in every way. 


One other point he would like to emphasize was the 
eare of these children. The necessities were happiness, 
comfort and good treatment. Their diet and pleasures 
should be curtailed as little as possible. Otherwise the 
children became miserable, self-centred and apathetic, going 
downhill rapidly. 

Dr. V. McDowaLt congratulated the speakers on the 
excellence of the papers and the arguments put forth. 
When he arrived at the meeting he had been sure of the 
diagnosis of lead, but after learning the statistics he was 
doubtful. Five points he would like to mention. The first 
was the post scarlatinal recurrence of nephritis in other 
States. The second was that stone houses often had painted 
rails. He thought that a number of post scarlatinal nephri- 
tis cases were included which were not due to lead. 


In the third place wooden houses had other features besides 
painted rails. For example, the temperature altered much 
more than in a stone 
house and he considered 
that patients with un- 
recognized scarlatina 
developed nephritis 
later. In the fourth 
place Jimmy might 
have kicked a brick to 
school and he would 
query the foot drop in 
these circumstances. 

Lastly, the plated 
electrode used in the 
bath was not in his 
opinion free from lead, 
whatever material it 
was made of. ; 

Dr. ALeEx MuvurRpPHY 
added his congratula- 
tions to those of the 
other speakers and 
said he considered no 
praise was too high, but 
that the subject 
was too large for dis- 


Ficure I. 


{ 


| 
| 


cussion at the end of a meeting with five minute limits: 
it should be continued at some later time. z 

Dr. J. V. DuHic praised Dr. Nye’s method of approach: 
he had used exclusive diagnostic methods and had 
arrived at his results. But Dr. Duhig thought exploration 
along other lines might also be done. There was one 
serious objection to methods other than those adopted 


| by Dr. Nye, the lack of correlation of the symptoms in 


life with the results of post mortem examinations. Dr. 
Duhig had done some experiments with lead on guinea- 
pigs for the cancer campaign. The guinea-pigs showed 


; admitted signs of plumbism, but in the acute stage, not 
| the chronic. 


to the Branch and had a high degree of merit. 











View of Wyndham from the East. 


He thought papers of such importance were rarely given 
He con- 
gratulated both speakers. 

Dr. MERVYN PATTERSON, the President, said the papers 
were very instructive and a discussion might be arranged 
later on. The speakers had put up a very strong case and 
had given much matter for thought. The vote of thanks 
was carried with acclamation. 

Dr. Croll thanked the members for their congratulations. 
In the conclusion of his paper he said he left it to 
Dr. Nye to show what the unknown cause of the deaths 
was and Dr. Nye had made a very good attempt. There 
was some factor in Queensland which was not in the 
other States and he thought scarlet fever was more 
prevalent in Victoria than in Queensland. 

If it was in order, he would like to suggest that a 
letter of thanks should be sent from the Branch to Mr. 
George Porter, the Registrar General, thanking him for 
all the work he had done in regard to the statistics. 

Dr. Nye replying to Dr. McDowall, stated that when he 
first came to Brisbane he, like Dr. McDowall, had also 
considered that the extraordinary amount of chronic 
nephritis in young people in Queensland was probably due 
to unrecognized scarlet fever or to some streptococcus, 
but that since he had investigated the subject he had been 
completely converted to the lead theory. If Dr. McDowall 
still believed in the scarlet fever theory, could he answer 
the following questions: Why was the disease so 
prevalent among nail biters? Why should the evidence be 
twice as great in the cities as in the country? 

How could he reconcile his ideas with the fact that 
of twelve consecutive patients with definite plumbism each 
showed well established chronic nephritis? 


A MEETING OF THE NEw SouTtH WALES BRANCH OF THE 
British MeEpicat ASSOCIATION was held at the B.M.A. 
Building, 30 to 34, Elizabeth Street, Sydney, on June 14, 
1929, Dr. Brown Crate, the President, in the chair. 


The Rescue of the Southern Cross. 

Dr. GeorceE R. HAMILTON gave an account of the voyage 
% of the Canberra to 
Wyndham and Derby 
in search of Kingsford 
Smith, Ulm, Litchfield 
and MacWilliams who 
had started in a flight 
in the Southern Cross 
from Sydney for 
Wyndham on March 30, 
1929, and who failed 
to reach their destina- 
tion. The lecture was 
illustrated by numerous 
photographs taken by 
Dr. Hamilton from the 
Canberra and by his 
cinematograph records. 
Dr. Hamilton ex- 
plained that when 
Captain Leslie Holden 
had been commissioned 
to take the Canberra to 
Wyndham, he had been 
approached to ac¢om- 
pany him, as he had 
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made very many flights with Captain Holden during the | 


previous ten years. He explained the details of the loading 
of the Canberra with more than its full load of three and 
a half tons. An extra petrol tank, wireless gear and 
emergency rations were carried. The start from the aero- 
drome at Mascot having become impracticable owing to the 
heavy rains, the aeroplane was taken to Richmond and 
was reloaded there. The 
original route selected 
was through Bourke 
and central Queensland 
vid the Qantas chain of 
aerodromes, but owing 
to the heavy rain. this 
had to be abandoned at 
the eleventh hour and 
the . route through 
central Australia taken, 
which was done in 
stages to Broken Hill, 
to Oodnadatta, to Alice 
Springs and thence to 
Newcastle Waters. Dr. 
Hamilton described and 
illustrated the appear- 
ance of the country over 
which they passed in 
each stage. From New- 
castle Waters the flight 
to Wyndham was 
through Wave Hill 
Cattle Station. He also 
showed the practical difficulty of finding Wyndham, 
@ small town lying directly beneath a steep mountain 
and thus obscured from view except from one 
direction. He told the story of the general arrange- 
ments of the flight and of the attitude of the population 
of Wyndham. The first flight from Wyndham was to the 
Drysdale Mission. As much information concerning the 
communications that had passed between the crew of the 
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Southern Cross and the Spanish priests at the mission 
station as could be obtained was gathered and it was noted 
in particular that the aeroplane was supposed to have 
flown in a south-westerly direction from the mission station 
and that later they sighted another mission station which 
gave them the right direction. They attempted to.proceed 


| in this direction, found they had not enough petrol, turned 





View of the Prince Regent River. 


back and made a 
forced landing, all in a 
thick mist and heavy 
rain. After a careful 
study of the messages 
sent out from. the 
Southern Cross and of 
local maps of the north- 
west, it was assumed 
that the second mission 
station was the Port 
George Mission and that 
the missing aeroplane 
would probably be 
found in an area of 
some few hundreds of 
square miles from that 
station. The second 
search was, therefore, 
towards that area; all 
smoke fires were inves- 
tigated as far as the 
Prince Regent River, a 
wonderful river up to 
ten miles wide with 
steep ‘banks up to five hundred feet high. This search 
proved unsuccessful and the Canberra returned to 
Wyndham after covering over seven hundred miles. The 
Western Australian aeroplanes had searched the coast 
between Derby and Wyndham and it was inland from the 
coast that the Canberra searched, in the Kimberley country 
which proved to be most rugged and mountainous with 
many large rivers and inhabited by savage aborigines. 
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The next search was south by the Prince Regent River 
and very soon after crossing it they saw a small white 
object, which proved to be a salt lake. This was 
investigated from a low altitude and while circling away 
from it, they saw another object, the Southern Cross, eight 
miles away, lying in a mud flat in an arm of the Glenelg 
River. The grass cover- 


i 


| realized their position, they might have reached this water. 


Dr. Hamilton gave many details of the aborigines 


| encountered in the various stages of their long flight, of 
| the wonderful scenery in the north-west, of the effect on 
| the white and black people when the aeroplane arrived, an 


unheard-of novelty, and of many other experiences of this 
historic flight. The 





ing the greater part of 
the country of the 
Kimberley district was 
as high as-eight feet. 
Several broad _ rivers 
that were not shown on 
any map, were seen, 
particularly the Mit- 
chell River; in fact it 
was the first time that 
white men had seen 
much of this part of the 
Kimberley district. Dr. 
Hamilton told the story 
of the discovery of the 
four men alive and 
well, but ravenously 
hungry. It is too well 
known to require repe- 
tition in this place. He 
emphasized the fact 
that it would have been 
practically impossible 
for Kingsford Smith 
and his companions to 
have left the place 
where the aeroplane 
had landed and to have 
walked to the mission 
station. Not only was 
the direction unknown, 
but the great rivers 
and rugged nature of 
the ground offered impassable barriers and the grass scrub, 
mud flats and thick mangrove swamps formed a serious 
obstacle for anyone other than a black tracker. The trans- 
port of food and other supplies to the wrecked plane and 
the assistance rendered were recited. As soon as their 
services were no longer required, they took the Canberra 
to Derby with the object 


FiGuRE IV. The Southern Cross on the Banks of an Arm of the 
Glenelg River. 


return journey 
made along 
Camooweal-Cloncurry 
route and through 
Queensland. When 
they arrived in Sydney 
the Canberra had 
travelled about nine 
thousand miles, practic. 
ally the distance be- 
tween Sydney and 
London, a flight which 
will go down in avia- 
tion history because it 
was all done with a 
single engine machine, 
being over unknown, 
waterless and “crash” 
country. The route can 
be followed on _ the 
accompanying map. 


A MEETING OF THE 
VICTORIAN BRANCH oF 
THE British MEDICAL 
ASSOCIATION was _ held 
at the Melbourne Hos- 
pital on May 15, 1929. 
The meeting took the 
form of a series of 
clinical demonstrations 
by members of the honorary staff. The first part of the 
report of this meeting was published in the issue of 
July 27, 1929, at page 132. 


Pressure Neuritis. 


Mr. Harotp R. Dew showed a male patient, aged forty- 
eight years, who had 
been admitted on Feb- 





of returning to Sydney 
through Western Aus- 
tralia. These flights 
were of distances as far 
as from Sydney to Mel- 
bourne and back. The 
message was then 
received that Keith 
Anderson and Hitch- 
cock were missing and 
that they were to join 
in the search for the 
Kookaburra. This en- 
tailed a complete change 
of plans. The Canberra 
was flown from Derby 
to Moola Bulla Station, 
to Wyndham, to Turkey 
Creek, to Flora Valley 
Station, beyond the 
Tanami goldfield and 
back to Flora Valley, 
where they had to stay 
for four days waiting 
for petrol. They then 
flew to Wave Hill and thence to Newcastle Waters. While 
at Flora Valley Station the news of the discovery of the 
Kookaburra some seventy miles from Newcastle Waters 
with one dead man underneath one of the wings of the 
aeroplane, was received. They passed over the place and 
noted the tragic fact that the two brave airmen who had 
died of thirst, had actually landed within a comparatively 
short distance of a large fresh water lake. Had they 





FieurE V. A Group of Kimberley Aborigines. 





ruary 19, 1929, and who 
suffered from pressure 
neuritis of the third 
lumbar nerve, due to a 
bony spur, with para- 
lysis of the quadriceps 
extensor femoris and 
pain in the knee. He 
had complained for 
six months of weakness 
and wasting of the left 
thigh and of pain in the 
region of the left hip 
and knee. Examination 
at the time of admis- 
sion had revealed osteo- 
arthritis, creaking and 
crepitus in the left 
knee with some limita- 
tion of movement and 
considerable wasting of 
the quadriceps with 
some fibrillary twitch- 
ing. The left knee jerk 
had been a little sluggish, but the other reflexes 
had been normal. No loss of sensation had been 
detected. There had been slight wasting in the left calf, 
probably due to disuse. The hip movements had been 
good, but those of the spine limited. X ray examination 
had had revealed early hypertrophic osteoarthritis in the 
left knee and spondylitis affecting the lower part of the 
spine together with a large spur of bone running from the 








ot -— TT 


- ae oe Oe ee ee a ee ee ee ee ee 


Aveust 3, 1929. 


THE MEDICAL JOURNAL OF AUSTRALIA. 173 





lower left aspect of the third lumbar vertebra to the lower 
porder of the fourth. 

At operation on April 9, 1929, the large spur had been 
removed with the transverse process of the third vertebra, 
the second and third lumbar nerves being exposed by the 
posterior route. The third nerve had been found in a 
complete tunnel through the upper part of the spur, but 
it had been freed without injury and apparently all 
pressure by bone had been removed. After the operation 
treatment by physical therapy had been instituted. The 
points raised by Mr. Dew in discussing the condition were: 
(i) the nature of the bony process, (ii) the involvement 
of any other nerve, (iii) the ultimate prognosis. 


Sacralization of the Fifth Lumbar Vertebra. 


Mr. Dew’s second patient was a woman, aged forty-two 
years, who had been admitted to hospital on August 13, 
1927, and who had suffered from pressure symptoms caused 
by sacralization of the fifth lumbar vertebra. The patient 
had complained of severe neuralgic pain over the lateral 
aspect of the leg and the lower part of the thigh for 
three months. Previously there had been pain of a some- 
what similar nature in the lumbar region and the patient 
had noticed some weakness of the lateral muscles of the 
thigh. Examination at the time of admission had revealed 
tenderness over the lateral aspect of the leg and diminished 
sensibility to cotton wool and pinprick below a level 7:5 
centimetres (three inches) above the knee over the same 
aspect. Sensation to heat and cold had .been recorded 
as being affected. The area involved had corresponded 
with the fifth lumbar segment. The lateral thigh muscles 
had appeared soft, but no definite atrophy had been 
detected. . The electrical reaction had not been determined. 
X ray examination had revealed sacralization of the fifth 
lumbar vertebra with the large transverse process 
articulating with the ilium. 


At operation on September 20, 1927, the abnormal process 
had been removed, together with a piece of the ilium by 
the posterior route. A large nerve, apparently the descend- 
ing ramus of the fourth lumbar nerve, had been found 
in a deep groove on the anterior surface, while a smaller 
nerve had been seen above and externally. Complete relief 
from all symptoms had been obtained within a few months 
and at the time of the meeting the patient appeared normal 
in all respects. There were several questions to be con- 
sidered. The first was which nerve was involved. In the 
second place was it necessary to consider the possibility 
of a prefixed plexus to explain the effect or had the fifth 
lumbar nerve been relieved of pressure? The cause of the 
sudden appearance of symptoms had also to be considered. 


Cervical Rib. 


Mr. Dew also showed a female patient, aged twenty-nine 
years, who had been admitted on January 28, 1929, com- 
plaining of abdominal pain. The diagnosis of tubo-ovarian 
abscess had been confirmed at operation . Some pelvic peri- 
tonitis had been discovered and this had been treated by 
drainage. During the course of the third week the patient 
had developed an empyema which had been treated suc- 
cessfully by drainage. Late in the convalescence from 
her toxic condition the patient had noticed tingling and 
numbness over the ulnar aspect of the right forearm and 
hand. She had had several previous transitory attacks of 
what she called neuritis over the same area, but it had been 
difficult to elicit a clear history. Examination revealed 
some interference with tactile sensation over the distri- 
bution of the eighth cervical and first dorsal nerves, 
muscular weakness and some wasting of the small muscles 
of the hand. There were no other neurological signs. X 
ray examination revealed a large transverse process of the 
seventh cervical vertebra on the right side extending down- 
wards and outwards for over 2-5 centimetres (one inch). 
On the left side a similar but smaller enlargement was 
present. The patient stated that if anything she had im- 
proved and that she could do more with the hand at the 
time of demonstration than when she was in hospital. 
She was still attending for massage et cetera. There was 
still some interference with tactile sensation over the 





same area. Mr. Dew raised the question as to the reason 
of the onset of symptoms and discussed the prognosis. 


Fracture of the Pelvis. 


Mr. Dew also showed a patient, aged eighteen years, who 
had been admitted to hospital after a motor car. accident 
with fracture of the mandible, gross fracture of the pelvis 
and severe shock. On admission the patient had been 
regarded as suffering from dislocation of the hip on account 
of the pronounced elevation of the trochanter. X ray 
examination had revealed a fracture through the 
acetabulum with upward displacement of the lateral half 
of the fractured pelvis and a fracture through both pubis 
and ischium. Under anesthesia an attempt had been made 
to reduce the deformity with little success, although the 
hip movement had been restored and the shortening 
lessened. Extension with weights had been applied to the 
lower limb for a repetition of the X ray examination, 
but the patient had been intractable and had removed the 
extension on several occasions, although warned of the 
result. At one of the attempts to reapply the extension 
foot drop had been noticed and a lesion of the sciatic nerve 
discovered. After a final attempt to obtain the cooperation 
of the patient and after another manipulation under general 
anesthesia had been made, the limb.was placed in a plaster 
cast in the position of function. The compound fracture 
of the mandible had been treated with a dental splint. 
Mr. Dew pointed out that there was gross wasting in the 
muscles below the knee and that the hip movements were 
moderately good, although there were nearly five centi- 
metres (two inches) of shortening. He discussed the 
question of primary management, the site and degree of 
nerve injury and the prognosis. 


Specimen of Hepatic Echinococcus Alveolaris. 


Mr. Dew showed what he described as a unique specimen 
obtained from a patient who had never been outside Aus- 
tralia. It showed many of the peculiar typical appear- 
ances of the interesting type of hydatid disease known as 
Echinococcus alveolaris. He drew attention to the follow- 
ing points: (i) The multiple small vesicles at the periphery, 
(ii) the central cavitation lined with necrotic and caseous 
débris and in the recent state full of hyaline and caseous 
bile stained material, a pathological cavity only, (iii) the 
calcification of part of the adventitia and the gross amount 
of fibrosis throughout, (iv) the extension into the region 
of the hepatic fissure with some distortion of the vena 
cava and portal thrombosis, (v) the sterility of the parasite 
as regards brood capsules and scolices, (vi) the rupture 
into the gall bladder. 


He said that the interest of the specimen lay in the 
following facts: (i) It was the first case yet recorded in 
Australia. (ii) With the exception of one doubtful (as 
regards locality of infestation) South American case it was 
the first case recorded outside the narrow known distribu- 
tion in middle Europe. (iii) It was then a direct challenge 
to the “geographical” argument of those who still held 
that there were two distinct hydatid parasites and as such 
would create great interest in Europe where there was 
still a controversy on this subject. 

Although this specimen differed somewhat in minor 
details from the classical specimens recorded from the 
Tyrol et cetera, Professor Dévé, of Rouen, had verified the 
diagnosis. 


UInar Neuritis. 


Mr. ALLAN HaiLes showed a male patient, aged fifty- 
six years, a labourer, who had been struck on the right 
elbow with a stone six months previously. Since then 
he had complained of a feeling of pins and needles in the 
ring and little fingers. On examination there had been 
some thickening around the elbow joint with some limi- 
tation of extension and some diminution of acuity of 
sensation without any actual loss of sensation over the 
same area. There had been some wasting of the hypo- 
thenar eminence and of the interosseous spaces. The elec- 
trical reactions had been normal. X ray examination had 
revealed gross bilateral hypertrophic arthritis of the elbow 
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with loose bodies and obliteration of the groove between 
the internal condyle and the olecranon process. Tenderness 
had been present over the ulnar nerve in this groove. A 
diagnosis of pressure neuritis following obliteration of the 
groove by the hypertrophic arthritis and not occasioned by 
injury, had been made. The operation of transposition of 
the ulnar nerve had been carried out. 


Causalgia or Infective Neuritis. 

Mr. Hailes also showed a male patient, aged twenty- 
nine years, who had been admitted to hospital with the 
history that on March 23, 1929, he had sustained a gun- 
shot wound of the ‘left thigh. The skin margins of the 
wound had been excised, some dead muscle had been 
removed, together with some pellets of shot six hours 
after the accident. There had been no loss of sensation 
and no paralysis of the muscles of the extremity. Carrell- 
Dakin tubes had been inserted into the wound. The patient 
had complained of great pain and no relief had been 
obtained with any sedative including 0-015 gramme (a 
quarter of a grain) of morphine. The pain had been 
referred to the foot and-leg below the level of the injury. 
The pain had been burning and lancinating in character. 
Two days later the wound had been foul smelling and had 
contained a few bubbles of gas. Examination of smears 
had revealed the presence of Bacillus welchii and of spores 
of Vibrio septique. Twenty-five cubic centimetres of antigas 
gangrene serum had been given. 

A further operation had been undertaken and some 
muscles had been excised. The sciatic nerve had been 
exposed and injected with quinine and urea hydrochloride. 
Carrell-Dakin tubes had been reinserted. A further dose 
of antigas gangrene serum had been given, saline solution 
had been injected under the pectoral muscle and a blood 
transfusion of 480 cubic centimetres (sixteen fluid ounces) 
carried out. One week after the operation, on April 2, 
1929, the patient still complained of continuous pain, 
particularly in the lateral border and in the dorsum of 
the left foot. The wound had continued to improve, but 
the pain had been uncontrollable, although the patient 
gained temporary relief from cold compresses applied to 
the foot. On April 6 the sciatic nerve had been injected 
subcutaneously with quinine and urea hydrochloride and 
the Carrell-Dakin tubes had been removed. After two 
days’ relief the pain had returned with its previous 
severity. On April 9 another injection had been made into 
the nerve trunk and relief had been obtained until April 
12. The attacks at this time had lasted about half an 
hour and had recurred two or three times a day. There 
had been very little response to any sedative. The attacks 
of pain had become rarer and less severe and on May 4 
Thiersch grafts had been applied to the wound. 

Mr. Hailes said that the patient was continuing to 
improve. The pain was still severe, but it was not continu- 
ally present and attacks were rare. He had been free 
from pain for two days. Mr. Hailes invited discussion 
as to whether the condition was one of causalgia or of 
ascending infective neuritis. 


Pseudo-Cyst of Pancreas. 

Mr. Hailes also showed a male patient, aged sixty-three 
years, who had been admitted to hospital with the history 
that three weeks before he had been thrown against a 
steam roller and struck his left side and was acutely 
shocked. Seven days later the upper part of the abdomen 
had begun to swell and had continued to enlarge, but the 
patient thought that it had waxed and waned in size, but 
he had suffered from increasing abdominal fullness and 
discomfort, which had been partially relieved by vomiting. 

On examination the temperature had been 37-9° C. 
(100-2° F.), the pulse 104 and the respirations 24. Exam- 
ination of the heart and lungs had revealed nothing 
abnormal. The urine had contained a trace of sugar. A 
large swelling had been found in the left side of the 
upper part of the abdomen extending a little to the right 
of the middle line, a little below the umbilicus and com- 
pletely filling the upper half of the abdomen on the left 
side. The costal margin had been bulged by pressure of 
the swelling which had a rounded edge, was tense and 
elastic. The stomach had been percussed over the tumour. 
The tumour had been regarded as an effusion into the 





lesser sac and a pseudo-cyst of the pancreas. The blood 
sugar had been 0:015%. There had been fifty units of 
diastase in the urine. No reactions had been obtained 
to the Casoni and complement fixation tests for hydatid 
disease. The left side of the diaphragm had been pushed 
up and was almost immobile. 

At operation ethylene and oxygen had been administered 
and a left paramedian incision had revealed a huge swell- 
ing in the abdomen with the stomach stretched across it 
and all the ‘abdominal viscera pushed across to the right 
side. With difficulty the swelling had been aspirated 
below the stomach and 4:5 litres (one gallon) of straw 
coloured fluid withdrawn and a tube inserted. It was 
only then that the colon had been seen and the cyst had 
probably been opened through the gastro-splenic omentum. 

The fluid removed on culture had yielded no growth, had 
been alkaline in reaction and had contained eight hundred 
units of diastase. No proteolytic or fat-splitting ferments 
had been present. 

Fourteen days after operation the patient had developed 
a typical attack of small bowel obstruction which at 
operation had proved to be due to a volvulus of the small 
bowel. This had been untwisted and a jejunostomy per. 
formed. This was a classical example of a twist in the 
intestinal tube following relief of gross abdominal tension. 
Three days after the second operation the patient had been 
progressing very satisfactorily. 


Traumatic Arthritis of the Hip Joint. 

Mr. Hailes presented a woman, aged thirty-eight 
years, who had been knocked down by a car and rendered 
unconscious for ten minutes nine months previously. She 
had rested for two days and had then tried to walk, but 
was very lame and had been lame ever since. The pain 
in the right hip had been increasingly severe. There were 
no septic foci. 

On examination the patient was a very heavy, rather 
than exceedingly stout, woman. There were no abnormal 
physical signs in chest or abdomen and no other joints 
were involved. There was no alteration in the attitude 
of the hip. The right extremity was 1-25 centimetres (half 
an inch) shorter than the left extremity. The circum- 
ferential measurement was equal to that of the other side. 
The left hip joint had a full range of normal movement, 
but there was gross limitation of all movements at the 
left hip. Posteriorly the right gluteal fold was lower 
than the left. The patient was being treated in a 
plaster bed. 

Discussion was invited as to whether that line of treat- 
ment should be continued or an arthrodesis of the hip 
attempted, due consideration being given to her stature 
and body weight. 

Incisional Hernia. 

Mr. Mervyn Stewart showed a woman, aged fifty-two 
years, who had been admitted on account of an incisional 
hernia. The patient’s first operation had been performed 
for appendicitis and a cystic right ovary. At least four 
subsequent operations had been undertaken on account 
of adhesions. The patient had suffered from colicky pain 
in the hernia and from vomiting which had become fecal 
in character. At operation on October 26, 1928, a transverse 
semielliptical incision had been made around the hernia, 
its edges had been defined and the sac opened. Adhesions 
had been present; these had been separated and the bowel 
returned to the abdominal cavity. The peritoneal coat 
had been overlapped and sutured. A large incision had 
then been made from the abdominal wound running down 
the thigh almost to the knee and the tensor fascie femoris 
muscle had been separated with the fascia lata and swung 
upwards and across the abdomen, leaving the attachment 
to the anterior superior iliac spine. This fascial sheet 
had then been sutured to the aponeurosis of the left 
rectus muscle which was quite strong. It had then been 
sutured firmly all over the area of the hernia and no dead 
space had been left at all. The skin incision had been 
closed. Although on several occasions the patient had 
suffered from symptoms of intestinal obstruction, relief 
had been obtained by pills and enemata and at the time 
of the meeting, seven months after the operation, the 
hernia was completely cured. 


(To be continued.) 
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MEDICO-POLITICAL. 





Ir is announced that the General Practitioners’ Section 
of the Victorian Branch of the British Medical Association 
will hold a meeting on August 7, 1929, at 8.15 p.m. at the 
Medical Society Hall, East Melbourne. Dr. A. Norman 
McArthur will speak on fee splitting. A discussion is 
invited. 





Mbituarp. 


WILLIAM TRETHOWAN. 





THE members of the medical profession have had cause 
for a considerable time to feel anxiety concerning 
the health of William 
Trethowan. Despite this 
anxiety and a_ short-lived 
acute alarm a few years 
ago, William Trethowan 
continued to lead a highly 
useful life almost up to the 
time of his last illness 
which terminated in his 
death on June 17, 1929, as 
announced in our issue of 
June 29, 1929. 

William Trethowan was 
born in Creswick, Victoria, 
on December 9, 1860. There 
is little to record concern: 
ing his early childhood. He 
attended the Ballarat Col- 
lege and gave early promise 
of the high intellectual 
qualities which distin- 
guished his later career. At 
the age of seventeen he 
went to Scotland and be- 
came a_ student at the 
Marischal College of the 
University of Aberdeen. 
From 1888 to 1892 his 
medical course was punctu- 
ated with achievements and 
unusual success. His in- 
clinations were in_ the 
direction of surgery and he 
devoted a great deal of time 
and attention to anatomy 
and surgical pathology. He 
took first class honours on 
graduating in medicine and 
surgery in 1892 and he 
gained the John Murray 
gold medal in surgery as 
the most distinguished student of his year. 


After his 
name was entered in the register he served as house 
surgeon and house physician at the West London Hospital 


from 1893 to 1894. He then returned to Australia and 
seized the opportunity of entering practice as assistant to 
the late D. Kenny and the late G. F. McWilliams. These 
practitioners had a very large and influential practice in 
Perth. Trethowan was fortunate in securing appointment 
almost at once as surgeon to the Perth General Hospital, 
a position he held for twenty-five years. His sound train- 
ing, his extensive knowledge of his profession, his ability 
as a surgeon and his refined and gentle manner won for 
him the confidence of his principals and of the patients 
under their care. His probationary period as assistant was 
relatively short and was followed by a longer period of 
association with Kenny and McWilliams as partner. His 
energy was unbounded; he worked tremendously and never 
seemed to fail or tire. His was a very high objective, an 


ideal from which he never swerved. He laboured morning, 
noon and night for the benefit of his patients and not for 
the monetary reward attaching to professional work. Little 














by little he relinquished his general practice for surgery. 
It. was not long before his colleagues recognized that in 
William Trethowan Perth had gained a surgeon of no usual 
ability, dexterous, sound and alert. His fame as a diag- 
nostician grew rapidly and by the end of the century he 
was one of the leaders in the surgical world of the west. 
While his colleagues admired and used his surgical know- 
ledge and skill for the benefit of their patients, they 
learned to revere and hold him in high esteem on account 
of his admirable personal qualities. His charming per- 
sonality had a peculiar fascination for them. In 1901 he 
was elected a member of the Council of the Western 
Australian Branch of the British Medical Association. In 
1909 he obtained the appointment as surgeon at the 
Children’s Hospital and in the following year he filled the 
position of surgeon at the Home of Peace. In 1907 his 
colleagues made him the President of the Western Aus- 
tralian Branch of the British Medical Association. Follow- 
ing his year of office he withdrew from the Council, but 
returned to it in 1910. In 
1907 he also accepted the 
office of President of the 
jocal branch of the Saint 
John Ambulance Associa- 
tion. He visited England in 
1908 and represented his 
Branch at the annual meet- 
ing of the British Medical 
Association at Sheffield. In 
1913, when the Federal 
Committee of the Branches 
cf the British Medical 
Association in Australia 
formed the Australasian 
Medical Publishing Com- 
pany, Limited, his colleagues 
again demonstrated their 
faith in him and his judge- 
ment by electing him a 
member of the company. 
His association with and 
interest in this journal was 
therefore of the most 
intimate kind and he was 
always gratified at the 
steady development of the 
undertakings of the com- 
pany in the face of the 
difficulties of the times. In 
1915 he enlisted with the 
Australian Imperial Forces 
and left Australia as Major 
with the Third Australian 
General Hospital. At first 
he served with his hospital 
at Lemnos and later he was 
transferred to Egypt. His 
war service, like his service 
to his patients in civil life, 
was exemplary and dis- 
tinguished. In June, 1916, he returned to Western Australia 
and in November he was promoted to the rank of honorary 
Lieutenant-Colonel. He then joined the Repatriation 
Board where his services were of a most valuable kind. 
In 1914 he was elected Honorary Treasurer of the Western 
Australian Branch of the British Medical Association. 
With the exception of the time while he was abroad on 
active service he continued to discharge the duties of 
treasurer for ten years. He was also a member of the 
Ethical Committee of the Branch. In 1918 he was a 
member of the Federal Committee. In 1917 he was chosen 
to be a member of the Rottnest Island Board of Control. 


| For many years he was a member of the Medical Board of 


Western Australia. 
In spite of all these important offices and of his extremely 


busy practice, first as a general practitioner and later as 


| a@ pure surgeon he found time to give to the recreative 


| aspect of life. 
| position at one time of Commodore of the Royal Perth 


He was a keen yachtsman and held the 


Yacht Club. He was a good golf player and was President 
of the South Perth Golf Club. Even in his busy younger 
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days he always found time for some family life and he 
accepted his duties as a husband and father in a manner 
calculated to awaken the esteem and admiration of all. 
He was the best of husbands and the most devoted father. 
In 1920 he retired as Honorary Surgeon from the Perth 
General Hospital and was appointed Consulting Surgeon. 
Five years later he became Consulting Surgeon to the 
Children’s Hospital and to the Home of Peace, institutions 
to which he had given magnificent and happy service for 
many years. At this stage his untiring energy began to 
lessen and he sought more leisure and a less strenuous 
life. Illness compelled him to leave his work for a time, 
but as soen as he was able he returned to it and again 
placed the community in his debt. In medical politics his 
guidance and judgement were always sound and wise. Few 
have done more in the development of the Western Aus- 
tralian Branch of the British Medical Association and for 
the medical profession of the State. When the College of 
Surgeons of Australasia was formed, he was selected as 
one of the Foundation 
Fellows. During the last 
two years he took a very 
active part in the work of 
a special medical com- 
mittee of the Western Aus- 
tralian Branch of the 
British Medical Association 
in connexion with the 
Workers’ Compensation Act. 
William Trethowan lived 
for his professional work 
and for his home. He spent 
himself for the benefit of 
those who needed his skilled 
help. He was a man of the 
highest courage and 
integrity and was beloved 
by all with whom he came 
in contact. In extending 
the sympathy of the medical 
profession throughout the 
Commonwealth of Australia 
to his widow and his three 
sons and one daughter, we 
can assure them that few 
men have spread happiness 
and brought comfort more 
often to the needy than he, 
that few men have earned 
the affection and respect of 
all sections of the people 
more effectually than he, 
that few have had better 
cause than he to look back 
on a long and useful life 
with the satisfaction of 
having done their duty well. 
His is a fine record. 


<p 
—_— 





Correspondence. 


A NEW CLINICAL TEST FOR CARCINOMA OF 
THE CERVIX. 


Sm: I should like to bring under the notice of your 
readers a clinical test for carcinoma of the cervix uteri 
which appears to be a very valuable aid in diagnosis of 
early cases of this disease. The test was discovered by 
Walter Schiller, of the Universitats Frauenklinik, Vienna, 
and bears his name. Dr. Schiller is known to many 
Australians who have visited Vienna, as a most gifted 
teacher of pathology and whose lectures have delighted 
many visiting gynecologists. 

The test is a very simple one and depends on the well 
known lack of glycogen which cancer cells exhibit. The 
cervix is exposed by an ordinary speculum with the patient 
in the lithotomy position and the cervix cleansed with dry 
pledgets of cotton wool. It is then well painted with 
Lugol’s solution and observed for a few minutes. If cancer 


is present, even without visible ulceration, the cancerous 
area remains white, while the rest of the cervix stains 
brown with the iodine. I saw this test applied by Antoine 
to several cases in the Kermanner Klinik and the differen. 
tiation of the cancer area in the malignant cases was very 
striking. 

One is often in doubt clinically as to whether cases, 
especially with lacerations and erosions, are malignant or 
not and therefore any simple test, such as Schiller’s, may 
be welcome both to general practitioners or gynecologists, 

A special instrument called a colposcope may be used to 
visualize the tissues better, but according to Schiller this 
is not at all necessary, as the colour changes in the tissues 
are easily recognizable by the naked eye. 

Yours, etc., 





HERBERT THROSBY. 
201, Macquarie Street, Sydney. 
July 25, 1929. 





PSYCHOANALYSIS. 


Str: The Beattie Smith 
Lectures delivered by Dr. 
Reg. Ellery and reported in 
your issue of the nineteenth 
instant, have no doubt been 
both instructive and _ inter- 
esting to many of your 
readers. 

I myself found them so: 
instructive from the 
material aspect and pleasant 
by reason of the fact that 
Dr. Ellery is the first of the 
Beattie Smith lecturers to 
do honour to _ Professor 
Freud by mentioning the 
great advance the Viennese 
psychologist’s theories has 
provided for the understand- 
ing of delusions of insanity 
and other problems of the 
psychoses and psycho- 
neuroses. 

I think I can claim to 
have been one of the first 
in this country to have been 
seized by the overwhelming 
importance of the Freudian 
concepts in the understand- 
ing of neurotic and psycho- 
neurotic conditions and it 
was rather disappointing to 
have experienced, as I have 
experienced, a smile of 
derision and a look of lofty 
disdain when offering as an 
explanation for some 
neurotic state conceptions 

| based on Freudian psychology. 


There can be no doubt of the validity of stecisiiiiataiate 
| to one who will work patiently and continuously along 
| proper lines; even where cure does not result, the truth 
of Professor Freud’s theories is borne in upon one 
irresistibly. 


Whilst in London in 1927, I had the privilege of attending 
a course of lectures at the Institute of Psycho-Analysis 
and the number and mental calibre of the medical men 
and women attending under Dr. E. Jones bore eloquent 
testimony to the fact that psychoanalysis has at last come 
to occupy a prominent place in the study and practice 
of medicine in England. The sooner its study is taken up 
seriously in Australia, the better for our science and 
our patients. Dr. Ellery’s lectures will, I trust, be a 
stimulus in that direction. 

Yours, etc., 


Pau. G. DANE. 





110, Collins Street, Melbourne. 
July 25, 1929. 
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Congress I2otes. 


AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 





FurTHer information concerning the programmes of the 
sections has been received from the Executive Committee 
of the Australasian Medical Congress (British Medical 
Association), Sydney, 1929. 


Section of Anzsthetics. 
Tuesday, September 3, 1929. 

2 p.m.—Address by the President, Dr. Gilbert Brown, of 
Adelaide, on “Anzsthesia in Its Relation to Lung 
Disease.” 

Dr. F. H. MeMechan, of Ohio, United States of America, 
will read a paper. 

“Endotracheal Anesthesia,” by Dr. M. K. Moss, of Perth. 

“The Position of the Patient During Anesthesia,” by 
Dr. R. W. Hornabrook, of Melbourne. 


Wednesday, September 4, 1929. 
930 a.m.—“Cardiac Disease in Relation to Anesthesia,” 

by Dr. M. C. Lidwill, of Sydney. 

“Some Remarks on Local Anesthesia,’ by Dr. C. E. 
Corlette, of Sydney. 

“Spinal Anesthesia,” by Dr. R. Fowler, of Melbourne. 

“Recent Developments in the Use of Rectal Narcotics,” 
by Dr. Kempson Maddox, of Sydney. 


Thursday, September 5, 1929. 
930 a.m.—“Gas Anesthesia, with Special Reference to 
Upper Abdominal Surgery and Toxic Goitres,” by 
Dr. G. L. Lillies, of Melbourne. 
“The Intratracheal Administration of Ethylene,” by 
Dr. L. S. Loewenthal, of Sydney. 
“Pathological Findings in Death Under Anesthesia,” 
by Dr. Geoffrey Kaye, of Melbourne. 
“Deaths Under Anesthesia at the Adelaide Hospital 
During 1928,” by Dr. J. W. Rollison, of Adelaide. 


Section of Dermatology. 
Tuesday, September 3, 1929. 
2 p.m.—Address by the President, Dr. R. R. Wettenhall, 
of Melbourne. 
“Sensitization,” by Dr. E. H. Molesworth, of Sydney. 
“Bucky’s Grenzstrahien in the Treatment of Dermato- 
logical Conditions,” by Dr. R. C. E. Brodie, of 
Melbourne. 

These papers will be read in the Maitland Lecture Hall 
at the Sydney Hospital. No special business has been 
arranged for the days following September 3, 1929, so that 
the members attending the section may be free to attend 
the combined meetings of sections. 


Section of Orthopzedics. 
Tuesday, September 3, 1929. 

2 p.m.—Address by the President, Dr. A. V. Meehan, of 
Brisbane. 

2.45 p.m.—Demonstrations of specimens and apparatus: 
dissections and apparatus, by Dr. Jean Macnamara, 
of Melbourne. 

Dissected specimens illustrating an original operation 
for the deformity associated with ulnar paralysis, 
by Dr. Lockyer Potter, of Melbourne. 


Wednesday, September 4, 1929. 
9.30 a.m.—‘‘Fixation of the Sacro-iliac Articulation,” by Dr. 
C. B. Littlejohn, of Melbourne. 
“Kiimmell’s Disease,” by Dr. Gordon Shaw and Dr. L. 
O’Sullivan, of Melbourne. 
11 a.m.—Combined meeting with the Section of Surgery: 
“Compound Fractures of the Lower Limb,” by Dr. 
G. A. C. Douglas, of Brisbane. Professor Gordon 
Bell, of Dunedin, will take the chair. 
2 p.m.—‘Talipes Equino-Varus,” by Dr. W. Kent Hughes, 
of Melbourne. 
“Injuries to the Semilunar Cartilage,” by Dr. L. C. 
Teece, of Sydney. 
“Manipulative Surgery,” by Dr. E. B. M. Vance, of 
Sydney. 











Thursday, September 5, 1929. 

9.30 a.m.—‘‘Arthrodesis of the Knee Joint,” by Dr. A. V. 
Meehan, of Brisbane. 

“Perthes’s Disease,” by Dr. R. V. Graham, of Sydney. 

11 a.m.—Combined meeting with the Section of Medicine, 
the Section of Surgery and the Section of Neurology 
and Psychiatry, in the Physiology Theatre. Dr. W. 
Ernest Jones will take the chair. 

“Trauma in Relation to Functional Nervous Disorders,” 
by Sir Henry Newland, of Adelaide. 

2 p.m.—Combined meeting with the Section of Pediatrics 
and the Section of Pathology and Bacteriology, in 
the Advanced Biochemistry Room, Dr. H. M. Hewlett, 
of Melbourne, in the chair: “Bone Dystrophies,” 
by Dr. R. B. Wade, of Sydney. 


Friday, September 6, 1929. 


9.30 a.m.—‘“Bone and Joint Tuberculosis.” 


“Operative Treatment,” by Dr. C. B. Litflejohn, of 
Melbourne. 

“Conservative Treatment,” 

Melbourne. 
“Heliotherapy,’” by Dr. W. Kent Hughes, of Melbourne. 
“The Criterion of Cure in Tuberculosis of Bone,” by 

Dr. R. M. Downes, of Melbourne. 

11 am—‘The Functional Results Following Tendon 
Transplantation for Wrist Drop,” by Dr. Lockyer 
Potter, of Melbourne. 

The Honorary Secretary of the Section of Orthopedics, 
Dr. J. Hoets, 143, Macquarie Street, Sydney, wishes to 
inform members that it has been determined to fix a limit 
of five pounds to the cost of blocks to illustrate any one 
paper in the transactions of Congress. Readers of papers 
desiring illustrations to appear in the transactions for 
which the cost of the blocks exceeds this amount, will be 
required to meet the extra charge. 

A lantern will be available for demonstration purposes 
in the Practical Pathology Room where the meetings will 
be held. Specimens, dissections and apparatus may he 
consigned to the Honorary Secretaries of the Museum Com- 
mittee, Dr. A. H. Tebbutt and Dr. Keith Inglis, at the 
University of Sydney. These exhibits should arrive during 
the week preceding the opening of Congress and intimation 
of their dispatch should be sent to the Secretaries of the 
Museum Committee as well as to the Secretary of the 
Orthopedic Section. Responsibility will be accepted from 
the date of delivery to the date of removal and insurance 
will be effected to cover the value of any specimen so 
dispatched as indicated in the notice received by the 
Secretaries. 

The programme has been arranged so as to give time 
for the reading of papers and for discussion. In the event 
of unforeseen circumstances preventing any paper being 
read at the time set down in the programme, an endeavour 
will be made by the committee to allot another time at a 
subsequent meeting. A typewritten copy of each paper 
to be read should be in the hands of the Honorary Secretary 
thirty days before the opening of Congress. 


by Dr. C. T. Brown, of 


Section of Medicine. 
Tuesday, September 3, 1929. 

2 p.m.—“Peptic Ulcer and the Conditions which Simulate 
It,” by Dr. C. T. Ch. de Crespigny, of Adelaide, the 
President of the Section, to be followed by Dr. James 
R. Bell, of Melbourne, and Dr. S. F. McDonald, of 
Brisbane. 


Wednesday, September 4, 1929. 

9.30 a.m.—‘Cidema,” by Sir Richard Stawell, of Melbourne, 
followed by Professor Carmalt Jones, of Dunedin, Dr. 
J. F. Mackeddie, of Melbourne, and Dr. S. O. Cowen, 
of Melbourne. 

11 a.m—Combined meeting with the Section of Pathology 
and Bacteriology and the Section of Preventive Medi- 
‘eine and Tropical Hygiene: “Prevention, Diagnosis, 
Treatment and Control of Scarlet Fever and Diph- 
theria,” by Dr. F. V. Scholes, of Melbourne, and Dr. 
D. Gifford Croll, of Brisbane. 

2 p.m.—The members of the Section of Medicine are invited 
to attend the meeting of the Section of Naval, 
Military and Air Force Medicine and Surgery, when 
the subject of gas in warfare, particularly in regard 

to the civil population, will be discussed. 








178 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Aveéust 3, 1929, 





Thursday, September 5, 1929. 


9.30 a.m—‘Biochemical Factors in Protein Therapy,” by 
Dr. Ivan Maxwell, of Melbourne. 

10.15 a.m.—‘Vaccine Therapy,” by Dr. Helen Mayo, of 
Adelaide. The discussion on this and the previous 
paper will be opened by Professor Carmalt Jones, 
of Dunedin. 

11 a.m.—Combined meeting with the Section of Neurology 
and Psychiatry, the Section of Surgery and the Sec- 
tion of Orthopedics: “Trauma in Relation to Func- 
tional Nervous Disorders,” by Dr. H. F. Maudsley, 
of Melbourne, followed by Dr. S. V. Sewell, of 
Melbourne, Dr. N. W. Markwell, of Brisbane, and 
Di. G. P. Dixon, of Brisbane. 


p.m.—Exhibit of electrocardiograms, 
Silberberg, of Melbourne. 

“Paroxysmal Tachycardia, with Special Reference to 
Paroxysmal Fibrillation,” by Dr. M. D. Silberberg, 
of Melbourne. 

“Cardiac Arrhythmias,” by Dr. Alfred Webster, of Perth. 


by Dr. M. D. 


Friday, September 6, 1929. 


9.30 a.m.—Combined meeting with the Section of Oto-Rhino- 
Laryngology, the Section of Pediatrics and the 
Section of Radiology and Medical Electricity: 
“Chronic Pulmonary Suppuration, Secondary to 
Infections in the Upper Air Passages,” by Dr. J. F. 
Mackeddie, of Melbourne, followed by Dr. S. O. 
Cowen, of Melbourne, and Dr. Britten Jones, of 
Adelaide. 

11.45 a.m.—Combined meeting with the Section of Neurology 
and Psychiatry: “Ventriculography by the Thecal 
Route, Including the Use of ‘Lipiodol’ in Diagnostic 
Methods in the Central Nervous System,” by Dr. J. 
F. Mackeddie, of Melbourne. 

2 p.m.—The members of the Section of Medicine are invited 
to attend the meeting of the Section of Medical 
Literature and History to take part in a discussion 
on the development and progress of the medical 
profession in Australasia. 

“Common Red-back Spider Bite,” by Dr. C. H. Kellaway, 
of Melbourne, and Dr. H. O. Lethbridge, of 
Narrandera. 


The following papers will be read if circumstances 
permit: “Mortality from Heart Disease in the State of New 
South Wales,” by Dr. Joseph Coen, of Sydney; “A 
Clinician’s Evaluation of X Ray Examination of the 
Lungs,” by Dr. F. Guy Griffiths, of Sydney; “Dysentery: 
Its Symptoms and Treatment,” by Dr. W. L. Calov, of 
Sydney; “Cardiac Failures: A New Method of Treatment,” 
by Dr. Mark Lidwill, of Sydney. 


Professor Hugh Maclean, of Saint Thomas’s Hospital, 
London, will be present at the meeting of Congress and 
will contribute to some of the discussions. 


Registration of Members. 


The office of Congress will be open all day on August 31, 
1929, in addition to Monday, September 2, 1929, so that 
members who arrive in Sydney before the session com- 
mences, may register without delay and thus avoid the 
congestion. Each member will receive a Congress mem- 
bership ticket on registration and cards for admission to 
the several functions. 


Dress. 


Members are invited to wear academic dress at the 
church services at the Cathedrals on September 1, 1929, 
at the inaugural meeting on September 2 and at the garden 
party and reception at the University on September 6, 
1929. Orders and decorations will be worn at the Congress 
dinner on September 4, at which His Excellency the 
Governor of New South Wales will be present. 


Riding. 


Members who are desirous of joining in small riding 
parties during their stay in Sydney, should notify the 
joint Honorary Secretaries so that arrangements may be 
made for them. 





es, 


Medical Appointments: Important Motice, 


MepIcaL practitioners are requested not to apply for any 
appointment referred to in the following table, without hay 
first communicated with the Honorary Secretary vot the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1, 





BRANCH. APPOINTMENTS. 





Australian Natives’ Associati 

Ashfield _ District United "Friendly 
Societies’ Dispensa: 

aa Friendly Societies’ 


isp 
Wetenaiy Scokay Lodges at Casino 
Leichhardt and Petersham ‘Tnited 
Friendly Societies’ Dispensary. 
Manchester bd Medical and Dis. 
pensing Institute, Oxford Street, 


Sydne 
North h Sydney, ty Societies’ Dis- 
People’s ‘Bradential Assurance Com- 
pany, Limite 


Phenix Mutual , Society. 


ay 


NEw SouTtH WALES: 
gee Secretary, 
34, _Blizabeth 

” meee, Sydney. 








All Institutes or Medical Dispensaries. 

Australian Prudential Association Pro- 
prietary, Limited. 

Mutual National Provident Club. 

National Provident Association. 

Hospital or other appointments outside 
Victoria. 


VICTORIAN : Honorary 

Secretary, Medical 

Society Hall, 
Melbourne. 








Members accepting appointments as 
medical officers of country hospitals 
in Queensland are advi to sub- 
mit a copy of their — to 
the Council before signin 

Brisbane United Friendly Society In- 
stitute. 

Stannary Hills Hospital. 

Toowoomba Friendly Societies Medical 
Institute. 


QUEENSLAND : Honor- 

ary Secretary, B.M.A. 

Building, Adelaide 
Street, Brisbane. 





SouTH AUSTRALIAN: 
Secretary, 207, North 
Terrace, Adelaide. 


All Contract Practice Appointments in 
South Australia. 
Booleroo Contre Medical Club. 





WESTERN AUS- 

TRALIAN: Honorary 

Secretary, 65, Saint 

George’s Terrace, 
Perth. 


All Contract Practice Appointments in 
Western Australia. 





NEW ZEALAND 

(WELLINGTON DIvI- 

SION): Honorary 

ene Welling- 
on. 


Friendly Society Lodges, 
New Zealand. 


Wellington, 








Medical practitioners are requested not to apply for appoint- 
ments to positions at the Hobart General Hospital, Tasmania, 
without first having communicated with the Editor of THs 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. 





Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
ene <7. JOURNAL OF AUSTRALIA alone, unless the contrary be 

a 

All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, The Printing House, 
Seamer Street, Glebe, Sydney. (Telephones: MW 2651- 

SUBSCRIPTION RatTEs.—Medical ae and others. not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
a of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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